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TRAY 


Model 300 and 400 


Compare and you'll agree that this is the 
finest post-anesthesia stretcher made 


The Hausted Standard Stretcher, with optional equipment as 
shown, is the most advanced stretcher obtainable for post- 
anesthesia and recovery room use. This stretcher can be pur- 
chased without accessories for patient transportation only or 
with any part or combination of accessories for specialized use. 
Made by the manufacturers of the famous Hausted “Easy Lift’ 
stretcher. 


THE TOP FITS OVER THE BED 


With the exclusive Hausted Height Adjust- I * 
ment the top will fit every bed height and Nigt \ et 


over mattress for easier, quicker patient 7 


i 


transfers. One nurse does the job of many. 


The patient is safer on a Hausted stretcher. 


All accessories are stored on the stretcher and 
can be placed in position for use in a matter of 
seconds. Note the side rail and IV. rod in storage 
above. With a simple turn of the handle the 
stretcher is ready for Trendelenburg use 


Hausted Restraining Straps, Oxygen Tank Holder 
and Fowler Attachment can be purchased for 
installation on most other make stretchers. 


FOR INFORMATION CONTACT OR WRITE THE HAUSTED MANUFACTURING COMPANY, MEDINA, OHIO 
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accuracy every time 


linitest 


for detection of urine-sugar 


“Both Clinitest and Benedict’s qualitative test are 
completely accurate when properly performed.” 


but 


..there are fewer 
sources of error with 
Clinitest.’””} 


and 


“The routine Benedict 
test...is seldom well 
performed because of 
the difficulties of accu- 
rate measurement of 
reagent and urine and 
because of the practical 
difficulties of uniform 
heating; the much sim- 
pler and more readily 
standardized tablet test 
is to be preferred...’ 


1. Cook, M. H.; Free, A. H., and Giordano, A. S.: Am. J. M. Technol. 19:283, 1953. 
2. Gray, C. H., and Millar, H. R.: Brit. M. J. 4824:1361 (June 20) 1953. 


Ames Diagnostics—Adjuncts in clinical management 


AMES 


COMPANY, INC « ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 53254 
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PERSONALITY OF THE MONTH 


@ Our cover man for this month makes his home in Honolulu, where he is 
administrator of Kapiolani Maternity and Gynecological Hospital. 


Russell N. Tucker was born in Harrodsburg, Ky., received his higher edu- 
sation at Oklahoma City University and at the University of Houston. After 
college he spent a year as a dental technician, five more with the Kentucky 
and Indiana Railroad, and then enlisted in the Air Corps. During World War 
II he served in England, France and Germany. Returning home from overseas 
duty, he crash-landed in the jungles of Brazil and was rescued by a U. S. navy 


blimp. 

He has served as administrator of Hilo Memorial Hospital, Hilo, Hawaii, 
and Cushing Masonic Hospital, Cushing, Okla. Prior to that he was assistant 
administrator, Oklahoma City General Hospital (now Mercy Hospital). 


President of the Hawaii Territorial Hospital Association for 1953-54, Mr. 
Tucker is also chairman of the Hospital Liaison Committee, Hawaii Medical 
Service (Blue Cross). He has served on the advisory committee of the Public 
Health Council for Hawaii, and as a consultant for county hospitals there. 


f His hobbies include deep sea fishing, water sports, tennis, and raising Boxer 
pups. He hopes some day to travel around the world. 
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prescription pad 


New Oral Anticoagulant 


Parke, Davis & Co. has introduced 
a new tablet form anticoagulant for 
treatment of such conditions as throm- 
bo-embolic disease, both real and 
threatened. 

The new drug, Indon, is effective 
orally and gives a more rapid onset 
of therapy for a shorter duration of 
action than Dicumarol. 


The usual dosage schedule is six to 


When they're made by WECK...they’re right 


cissors are probably the most im- 
S portant and useful instrument to 
surgeons. Realizing this, Weck has, over 
the years, assembled the largest group of 
expert scissor-makers in the country. 


These men from their long experience 
understand what is expected from the 
various patterns of surgical scissors— 
what tough organs and what delicate tis- 
sues they must cut and what fine dissect- 
ing they must do, all with a minimum of 
trauma. No machines can translate this 
knowledge to the fine polishing, the exact 
edging and the final setting, testing and 
adjustment of scissor blades as well as can 
the capable hands and delicate touch of 
skilled scissor men. 


Surgical scissors made by Weck and 
bearing the Weck stamp on their shanks 


eight tablets initially, followed in the 
next 24 hours by six tablets in divided 
doses. Dosage should be governed by 
prothrombin determinations (Quick 
method). For maintainance, one to 
four tablets daily in two divided doses 
is usually sufficient, 

Since use of heparin and of Di- 
cumarol has become widespread in 
treatment of patients with various 
thrombo-embolic manifestations, cer- 
tain deficiencies in actions of these 


are the best—yes, the BEST—scissors 
available anywhere from any place. 


Since 1890 the one word Weck has stood 
for perfection in surgical instruments. On 
nothing is this better illustrated than on 


surgical scissors. So be sure to look for 
the name WECK. 


Entrust your repairs to Weck 


The same skilled craftsmen who make 
Weck scissors will make your old scis- 
sors, regardless of brand, “as good as 
new” or better! Our thoroughness ex- 
tends even to the temper of the screw, 
for a screw which is softer than the 
scissor will wear out fast. 


Send your repairs to Weck. One week 
from the day your order is received it is 
on its way back to you. . . with satis- 
faction guaranteed. 


EDWARD WECK «co. inc. 


135 JOHNSON STREET BROOKLYN 1, 


Founded 1890 


Manufacturers of Surgical Instruments 


4 


Hospital Supplies 


Instrument Repairing 


two substances have stimulated con- 
tinued search for drugs of similar ac- 
tivity which will retain advantages 
but avoid some disadvantages of these 
products. The action of Indon is some- 
where between those of heparin and 
Dicumarol. 

A Canadian medical journal report 
said that phenylindandione was used 
in a controlled study on 20 patients 
and proved to be a safe drug which 
acts in about one-half the time as 
Dicumarol and is rapidly catabolized. 

The Northwestern University Medi- 
cal School reported in its Quarterly 
Bulletin that phenylindandione thera- 
py brought the prothrombin level de- 
sired in 22 patients within 24 hours, 
and, in all patients in the series, the 
lowered level was reached within 48 
hours. 

Each Indon tablet is grooved, con- 
tains 50 mg. of phenyliandandione (2- 
phenyl-1,3-indandione) and comes in 
bottles of 100. 


New Instant Burow’s Solution 
Something radically new in dispensing 
routine Burow’s Solutions (aluminum 
acetate solution U.S.P.) is currently 
being introduced by Doak Pharmacal 
Co., Inc. 

The preparation, Buro-Sol Powder 
“Doak” Concentrate, represents an 
entirely new formulation that has 
been worked out by research. The 
preparation is a powder that is com- 
pletely soluble in water and makes an 
immediate, clear, official solution with- 
out the necessity of filtering, adding 
any other chemicals or any other in- 
termediate steps. The solution, once 
made, remains stable, retaining its 
full strength ove long periods of 
time. It does not lose any of its 
strength when heated. 

Buro-Sol Powder ‘Doak’ Concen- 
trate is available in two sizes of 
packets. For those who are using bulk 
Burow’s Solution in gallons there is a 
packet containing enough powder to 
make 1 quart of full strength Burow’s 
Solution U.S.P. (packed four to an 
individual carton, equivalent to 1 gal- 
lon). 

The contents of the packet is mixed 
with sufficient water to make 1 quart 
of solution and stirred until the 
powder is dissolved. All that the phar- 
macist has to make at one time is a 
quart, thus assuring his customers a 
fresh solution at all times. Quickly 
and effortlessly a solution is made 
that meets all the tests of the U. S. 
Pharmacopoeia. All that he needs is 
water and a quart container. 

Also available is a smaller packet 
containing enough powder to make 8 
ounces of full strength Burow’s Solu- 
tion U.S. P. 
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Control of Hemorrhage 

Joseph, reporting in the American 
Journal of Surgery, June, 1954, found 
Roagamin to be an excellent prophy- 
lactic hemostatic agent, especially in 
the rhinolaryngological field where 
tonsillectomies are so frequent. The 
efficacy of this drug was stated to be 
even more striking where hemorrhagic 
tendencies are known to exist. 

In addition to a survey of extensive 
clinical experience and previously pub- 
lished papers, the author reveals the 
results of 11 years’ work with the 
drug as a preoperative precaution, at 
the Passaic (N. J.) General Hospital. 

A series of 567 cases forms the ba- 
sis of his findings and recommenda- 
tion. These included 542 cases of “t. 
and a.” and 25 general surgical cases. 

If given promptly and judiciously, 
the drug will often obviate the use of 
transfusion and avoid blood waste. The 
prophylactic use preoperatively tends 
to reduce blood loss and facilitate sur- 
gical procedures. Where general 0oz- 
ing occurs as in tonsillectomy, pelvic 
surgery, breast amputation, and pros- 
tatic surgery, is is particularly val- 
uable, 


Excessive Sweating 

Excessive sweating related to emo- 
tional factors was successfully con- 
trolled in 91 of 99 cases with oral 
doses of Mebaral, according to Reder, 
of Greenpoint Hospital, writing in the 
New York State Medical Journal 
(May 15, 1954). 

Excellent results were obtained in 
91 cases, doubtful results in one, no 
change in six, and increased sweating 
in one case. Each of the patients 
with hyperhidrosis was selected for 
the study due to the presence of 
severe anxiety and tension states. The 
drug was administered three times 
daily after meals in a dose of 0.032 
Gm. 

Commenting on another investiga- 
tor’s successful use of the drug for 
the same condition, the author calls 
it reasonable to assume that the com- 
pound works through the medium of 
the diencephalon. Its effectiveness is 
believed to be based on its ability to 
reduce adequately the activity of the 
diencephalon when the drug is given 
in an amount below the hypnotic 
level. 


Postpartum Breast Engorgement 
Hendricks, of Ohio State University 
College of Medicine, has found a new 
type female sex hormone relieves pain- 
ful postpartum breast engorgement. 
Reporting in the Journal of Clinical 
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Endocrinology and Metabolism, March, 
1954, the author observed that over 
93 percent of the women treated with 
TACE had relief from breast pain. 
An interesting comment by the 
author is the statement that the most 
gratifying observation in the series 
of 60 cases was that not one patient 
telephoned during the first week after 
discharge from the hospital to com- 
plain of painful breast engorgement. 
Hendricks observed also that with- 


drawal bleeding, which may occur 
after estrogen treatment, did not fol- 
low the use of the new drug. 

The drug is a synthetic chemical 
with actions like the female sex hor- 
mones. It differs from other estrogens 
in that it is temporarily stored in the 
body fat and gradually released. 

Administration of the compound 
was begun within the first postpartum 
day. One 12 mg. capsule was given 
four times daily for seven days. Snug 
breast binders or brassieres were worn 
in most cases. The results of therapy 
were rather critically evaluated, the 
patients’ conditions being followed 
for at least eight weeks. 


MEDICAL RECORD 
PROCEDURES 


SMALL HOSPITALS 


Another NEW and HELPFUL 


4 85 illustrated forms, most of them full size 
4 Complete breakdown of necessary procedures 
4 Helpful hints and record-keeping short cuts 
4 Excellent for study, review, and reference 


Written especially for the medical record librarian in the 
small hospital, but it will also appeal to the medical 
record technician and student. The style is simple, and 
you'll like the treatment of basic topics as well as the 
many illustrated forms in Part Il — forms that are vital 
for understanding the text and for use in the hospital. 


addition to 


your library 


the author . . . . [ BETTY WOOD McNABB | 


BETTY Woop McNasp, B.A., M.A., R.R.L., M.R.C., began 
her medical record career in 1935 at Phoebe Putney Me- 
morial Hospital, where she is now Chief Medical Record 
Librarian. She became a Registered Record Librarian in 
1943 and served in the WAC as surgical record librarian 
at Camp Butner, N. C. She is active also as medical record 
consultant to the Georgia Department of Public Health. 


(in U.S. only) 
if remittance 
accompanies 


ORDERED BY 
ADDRESS 


Order from PHYSICIANS’ RECORD COMPANY 


order. 


PHYSICIANS’ RECORD CO., Publishers Dept. HT-5 | 

$4 75 161 W. Harrison St., Chicago 5, Illinois ' 

Please send me copies of MEDICAL RECORD PROCEDURES ' 

PER COPY IN SMALL HOSPITALS at $4.75 per copy. ‘ 

Remittance enclosed. Charge to: Personal Acct. Hospital Acct H 

Postage paid SHIP TO 

‘ 

‘ 

‘ 
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for control of diarrhea 


PECTOCEL 


(Pectin and Kaolin Compound, Lilly) 


adsorbs bacteria and toxins 


soothes and protects inflamed intestines 


a creamy suspension that is very palatable 


EACH FLUID OUNCE PROVIDES: 
Pectin, grs. 
Kaolin, 90 grs. 


Zinc Phenolsulfonate, 1% grs. 


In bottles of 16 fluid ounces. 


AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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New Heart Operation 

Hastens Healing Process 

A new heart operation, that does in 
half an hour what it takes nature 
months or years to accomplish, has 
been described by M. S. Mazel, M.D., 
Chicago. 

In the new procedure all the fluid 
in the space between the outer mem- 
brane and the heart muscle itself is 
drawn off and a teaspoonful of spe- 
cially refined powder, made of mag- 
nesium silicate, blown in. 

This forms bud-like growths from 
which millions of tiny blood vessels 
develop. As the new vessels increase 
in size and extend to the chest cavity, 
a secondary circulation system is 
established. 

Used successfully on selected 
patients from 35 to 69 years old, 
the technic enabled one patient 
to return to work after being bed- 
ridden two years. 


. Design Artificial Leg 

with Hydraulic Feature 

A new type artificial leg and foot, 
designed to aid in stair climbing and 
other leg movements, is being de- 
veloped by University of California 
scientists. 

Still in the experimental stage, the 
leg has a hydraulic unit which per- 
mits it to bear a load while bent at 
the knee joint. 

With the hydraulic feature the leg 
bends slowly under weight and 
straightens as the load is removed. 
It works something like a hydraulic 
door closer. The foot contains alter- 
nate wedge-shaped pieces of rubber 
and steel for ankle flexibility. 


New Poison Control Program 
Saves Lives of Children 

The ever increasing threat to children 
of accidental poisoning in their own 
homes is being met by a special pro- 
gram of a committee of the Illinois 
Chapter of the American Academy of 
Pediatrics. 

In general, the program consists of, 
first, a looseleaf manual, kept up to 
date, listing many common potentially 
poisonous substances found around 
modern homes; and second, having 
the hospital report each case to the 
Chicago Board of Health which ana- 
lyzes and summarizes all reports for 
use in later emergencies. 
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During the program’s four-month 
trial run six participating hospitals 
treated successfully, without a single 
death, 155 child poison victims. These 
same hospitals had had six child poi- 
soning deaths during 1952. 


Says Germs Alone 

Don’t Cause Disease 

Although the presence of specific mi- 
cro-organisms is necessary for parti- 
cular diseases, the cause, says Dr. 
Rene J. Dubos, of the Rockefeller In- 
stitute, cannot be blamed on germs 
alone but on “something,” of which 
the physician is usually ignorant. 

Speaking before the National Insti- 
tute of Health Scientists, Dr. Dubos 
said everyone carries a host of sup- 
posedly deadly “microbes” in blood 
and tissue as harmless guests. Only 
when something happens to start them 
on a rampage do they become danger- 
ous. 

New drugs, which eliminate one 
form of supposedly malignant micro- 
organisms, may just by making room 
for the increase of something worse, 
Dr. Dubos believes. The answer, he 
indicated, lies in treating the patient 
as a whole rather than looking, for 
one cause of a condition and treating 
only that. 


Mechanical Nose 
Detects Spoiled Food 
A laboratory “nose” that sniffs such 
foods as fish, fruit, cheese, butter and 
coffee and grades them according to 
smell, has been devised by Dr. Lionel 
Farber of the University of California. 
Also used for detecting spoilage, 
the “nose” is more trustworthy than 
the human nose, not being subject to 
such limitations as differences of per- 
sonal opinion, varying degrees of odor 
sensitivity and olfactory fatigue. 


Patients Found Lax 
in Taking Medicine 
B. Wheeler Jenkins, M.D., Philadel- 
phia, in a current issue of GP, maga- 
zine of the American Academy of 
General Practice, said that he had 
come to suspect that the majority of 
patients remain faithful to a _ pre- 
scribed dosage only a few days. 
His conclusions were based on an 
experimental study of 30 patients— 
none of them aware of being “studied.” 
Only four appeared to be completely 
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faithful, and only twelve to have taken 
even slightly more than half of the 
prescribed pills. 

The results would indicate, Dr. 
Jenkins believes, that daily dos- 
ages of medicine should be re- 
duced to a minimum. 

“It makes me concerned,” he said, 
“about the disposition of pills on bath- 
room shelves. Are they used later by 
the patient when they may do him 
more harm than good, or are they 
dispensed willy-nilly to others?” 


New Thermometer Speeds 
Temperature Readings 

A new clinical thermometer, which 
gives accurate temperature readings 
in five to seven seconds, has been de- 
veloped by Col. George T. Perkins, 
director of the dental division, Army 


Medical Service Graduate School, 
Walter Reed Hospital, Washington, 
D. C. 


The new device uses metals 
whose ability to conduct an elec- 
tric current varies according to 
temperature—that is, the higher 
the temperature, the lower their 
electrical resistance. 

Thus oxides of uranium, 
cobalt, and manganese can be used in 
a small unbreakable metallic tube 434 
inches in length. The tube is wired to 
a small mercury cell battery in a 
plastic case small enough to be held 
in the hand. Temperatures are read 
on a calibrated scale on the meter. 

The device can also be utilized for 
remote control temperature reading. 


nickel, 


New Device Records 
Physiological Changes 

A new electronic instrument, which 
automatically detects changes in the 
physiological condition of a patient 
under surgery, has been developed un- 
der VA sponsorship at the National 
Bureau of Standards. 

Known as the NBS Physiological 
Monitor, the instrument measures 
changes in the patient’s blood pres- 
sure, heart beat, and respiration as 
they occur, and indicates the informa- 
tion on a panel. 

Preliminary trials with the instru- 
ment have been made in medical wards 
at Mount Alto VA Hospital, and also 
in an operating room of George Wash- 
Hospital, both in 


ington University 
Washington, D. C. 
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Calendar of Meetings 


JULY 

12-16 American Osteopathic Assn. 
Royal York Hotel, Toronto, Canada 

18-23 American Association of Hospital 
Accountants, Indiana School of Busi- 
ness, Bloomington. 

19-22 40th Annua! International Consumer 
Credit Conference, Mark Hopkins 
and Fairmont Hotels, San Francisco 


SEPTEMBER 


6- 8 American Society of Clinical Patholo- 
gists, Hotels Shoreham & Wardman 
Park, Washington, D. C. 


7-10 


12-17 


International College of Surgeons 
Palmer House, Chicago 


Second Worid Congress of Cardiol- 
ogy and 27th annual Scientific Ses- 
sions of American Heart Assn., 


Washington, D. C. 

American Association of Blood Banks, 
Shoreham Hotel, Washington, D, C. 
American Hospital Assn. 

Navy Pier, Chicago 

Washington State Hospital Associa- 
tion, Chinook Hotel, Yakima, Wash. 


MISS PHOEBE 


NO. 1 IN A SERIES 


until she ate all of her lunch.” 


E&J’s beautiful finish and modern design 


do more than attract approving glances 


from patients and visitors. They save time. 


An E&J is the easiest chair on the floor to keep clean. 


EVEREST & JENNINGS, INC. 


1803 Pontius Avenue + Los Angeles 25, California 


OCTOBER 
3-10 World Medical Assn., Rome, Italy 


4- 8 American Assn. of Medical Record 
Librarians, Sheraton-Cadillac Hotel, 
Detroit 


Mississippi Hospital Assn. 
Hotel Heidelberg, Jackson 


Assn. of Military Surgeons 
Hotel Statler, Washington, D. C. 


Institute on 
ministration, 
Atlanta, Ga. 


American Dietetic Assn., Commercial 
Museum and Benjamin Franklin Hotel, 


Philadelphia. 


31-Nov.3 American Osteopathic Hospital 
Assn., Hotel Baker, Dallas, Tex. 


Nursing Service Ad- 
Dinkler-Ansley Hotel, 


NOVEMBER 


15-16 Maryland-District of Columbia-Dela- 
ware Hospital Association, Hotel 
Shoreham, Washington, D. C. 


15-17 Arizona Hospital Association, Hotel 
Westward Ho, Phoenix 


ACHA INSTITUTES 

August 2-13—Sixth Western, Palo Alto, 
Calif. 

Aug. 31-Sept. 1!0—Twenty-second Chi- 
cago, Chicago 

Sept. 6-10—Fifth Chicago Advanced, 
Chicago 

Sept. 1!-13—Twentieth Annual Meeting, 

Chicago 

1-5—Ninth Southern, 

Va. 


Nov. Richmond, 


DECEMBER 


1- 3. Institute for Operating Room Super- 
visors, Blackstone Hotel, Omaha, 
Neb. 


Illinois Hospital Assn., Hotel Abra- 
ham Lincoln, Springfield 


Sixth American Cengress on Ob- 
stetrics and Gynecology, Palmer 
House, Chicago 

1955 

JANUARY 


24-27 Second National Conference for the 
Assn. of Operating Room Nurses, 
Hotel Jefferson, St. Louis 


FEBRUARY 
9-11 American Protestant Hospital Asso- 
ciation, Palmer House, Chicago 


MARCH 


17 Wisconsin 
Milwaukee. 


State Hospital Association, 
APRIL 


20-22 Southeastern Hospital Conference 
Atlanta Biltmore Hotel, Atlanta, Ga. 


25-28 Association of Western Hospitals, 
Civic Auditorium, San Francisco 

MAY 

2- 6 National League of Nursing, St. Louis 


25 Massachusetts Hospital Association, 
Hotel Statler, Boston. 
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e Record sum of $77.4 million for research at National Institutes of 
Health, and increase from $65 to $75 million for Hill-Burton, are pro- 
vided in bill passed by health-conscious House. The appropriation for 
research represents a $4 million increase. 


@e Senate Labor and Public Welfare Committee, in approving HR 8149 (Hill- 
Burton extension), added "state’s rights" section, which would permit 
states to use Federal grant money in different category from its earmarking 
when sponsor difficulties are encountered, except with rehabilitation 
facility allotments. 


e VA's hospital pharmacy residency program, begun two years ago at Los 
Angeles, will be continued this fall. It requires a minimum of two years 
to complete, with about half the time spent in VA hospitals and the rest 
in graduate studies at school offering degree of master of science in 

pharmacy. 


e@ Amendment to doctor draft bill, passed by House and sent to White 
House, authorizes armed services to use medical specialists as enlisted 
men if they fail to qualify for commissions on security or other grounds. 


e Soon after House Committee concluded hearing on bill to ban fluorida- 
tion, Chicago city council approved fluoridation of water supply, but 
it won't be started until sometime in 1955. 


e If preparations at Indiana University Medical Center were any indica- 
tion, hospitals went all-out in civil defense practice atomic attack 
June 14. TOPICS reporter, visiting center a few days prior to that date, 
found staff members of various hospitals deeply involved in preparations 
for scheduled "rehearsal" . . . see June 19 issue of the AMA Journal for 
good article on "The Improvised Hospital," by Harold C. Lueth, M.D., 
Evanston, I11.—last of a series dealing with individual's role in civil 
defense. 


e U. S. Chamber of Commerce has just published "A Look at Modern Health 
Insurance," symposium of articles giving complete up-to-date picture of 
present status of voluntary health insurance. It can be obtained from 

the Chamber of Commerce, at 1615 H Street, N.W., Washington 6, D. C. 


e Doctor who writes "Rex Morgan" comic strip, Nicholas P. Dallis, M.D., 
Toledo, 0., received special citation at AMA meeting for health education 
service performed through the newspaper feature. See August TOPICS for 


complete report on AMA meeting. 
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HOSPITAL 
TOPICS 
reports on... 


@ The 39th annual convention of the Catholic Hospital 
Association, held in Atlantic City, N. J., May 17-20, drew 
an attendance of more than 2,000 from hospitals in the 
United States and Canada. HOSPITAL TOPICS here re- 
ports on selected papers from the many given at the 


meeting. 


Hospitals Faced with Loss of Immunity 


George E. Reed, LL.M., Legal Department, National Cath- 
olic Welfare Conference, Washington, D. C.—The present 
trend in the courts is against continuing the doctrine of 
extending immunity to charitable institutions for negli- 
gent acts of their employees. The growth of corporate 
liability insurance, together with an increasing lack of 
respect for charitable institutions, has encouraged the 
trend against immunity. 

However, one recent favorable decision in Kentucky 
gave a new reason for retaining the immunity doctrine 
—that of preventing hospital rate increases which prob- 
ably would result if hospitals had to pay even heavier 
premiums on liability insurance. If hospitals could gather 
accurate statistics on the increased cost of hospital care, 
if the immunity doctrine is eliminated, they might be 
able to retain the doctrine in many states. 


Why Not Use Hospital for Giving 
Postgraduate Education? 


Harold Jeghers, W.D., Professor of Medicine, Georgetown 
University School of Medicine, Washington, D. C.—The 
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Perhaps debating over whether to take a ride in one of the board- 
walk's famous rolling chairs (shown in background) were Sister M. 
Calasantia (I.), general duty nurse, Felician Sisters Infirmary, 
Lavonia, Mich., and Sister Frumentia, council member of the Felician 
Sisters order, Detroit province. Approached by photographer, 
sisters joked about putting ‘the long and the short’ in one picture. 


practicing physician badly needs a continucus study pro- 
gram to keep him informed of new medical knowledge and 
to give him an opportunity to acquire new skills. After 
his internship and residency training, he has no formal 
mechanism available for education throughout his profes- 
sional career. 

Since it is difficult to work out any plan of medical 
education without using a hospital, why not use the hos- 
pital with which the physician is affiliated, and give him 
some of his postgraduate education in familiar surround- 
ings, using his own patients as subjects for the teaching 
programs ? 

For such a program to succeed, administrators and 
trustees must accept the concept that a hospital is not 
only a place to care for sick people but one in which the 
doctor can continue his education. 

The average well-run general hospital is ideally suited 
for postgraduate education of physicians in practice, in 
addition to training of interns and residents. However, 
everybody connected with the hospital will have to be 
oriented to the idea. The objection may be made that “the 
hospital’s first duty is to the patient.”” But without medi 
cal education the patient may be receiving 1940 care in 
1954. 

The greatest stimulus for better medical education and 
patient care will come through the appointment of a full- 
time paid director of medical education. 

New ideas can best be introduced into a hospital by hav- 
ing professional teachers come in as guest instructors— 
not to lecture but to spend a day or more at the hospital, 
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going on rounds, attending conferences, eating with the 
administrative or laboratory personnel, and making sug- 
gestions. 

An adequate budget for the program is essential. Since 
the staff doctors would receive much of their postgraduate 
education through the program, they should contribute to 
its support, just as they would pay for postgraduate 
courses they attended. 

Also vital to the program’s success are adequate space, 
physical facilities, and equipment. The director of medical 
education can play a major part in developing these fa- 
cilities. 

What can the average physician contribute to improve 
patient care most in his affiliated hospital? He can devote 
the equivalent of one-half day a week to his personal post- 
graduate education by attending and participating in the 
program which can be developed at any hospital which 
has the desire. 


Improved Care Must Be Justification 
For Continuing Educational Program 


William J. Lahey, M.D., Director of Medical Education, 
St. Francis Hospital, Hartford, Conn.—To justify con- 
tinuing internship and residency programs, hospitals must 
have as their goal the constant improvement of patient 
care. The staff must work to raise the standard of medical 
records and medical and tissue auditing procedures. Ability 
in teaching and supervision—instead of seniority and staff 
politics—should be the basis for staff appointment and 
promotions. 

A great obstacle to the effectiveness of an educational 
program is the presence of administrative “kingdoms,” 


Sister M. Theophane, (I.), $.C.M.M., director, Catholic Maternity 
Institute, Santa Fe, N. M., is the new chairman, Council of the 
Conference of Catholic Schools of Nursing, which held its seventh 
annual meeting prior to the association's convention. New mem- 


which perpetuate inefficient supervisory personnel and 
misinterpret constructive criticism. Medical staff defects 
have their administrative counterparts, and efforts to im- 
prove one without the other are doomed to failure. 

The dangerous trend toward the uncritical use of for- 
eign physicians in our house staff programs threatens us 
with a situation which in many ways parallels that of 
the diploma-mills era in the early 1900's. 

Internships and residencies should not be offered unless 
organized, supervised training can be given in an atmos- 
phere of good staff and administrative example. To pro- 
vide needed medical services, hospitals may have to em- 
ploy qualified physicians who have completed their basic 
postgraduate training, and train technical and nursing 
personnel to assume appropriate duties. 


Developing a Sound House Staff Program 


John J. Butler, M.D., Director of Medical Education, St. 
Mary’s Hospital, Rochester, N. Y.—A full-time director 
of medical education is essential for a well-organized, 
coordinated educational program. He must organize a pro- 
gram designed for all levels of staff participation. 

Among the most important things in a good internship 
program are: (1) regularly scheduled teaching ward 
rounds; (2) adequate outpatient experience in each major 
department; (3) two months of pediatric assignment; (4) 
a patient load of 15 to 25 patients per intern, whether 
the hospital has one intern or its full quota. 

Allocation of beds on a geographic basis is essential 
for efficient teamwork in a teaching hospital. 

Hospitals built around the nursing station—as many 

(Continued on next page) 


bers, also shown, are Sister M. Bonaventure, director, Presentation 
School of Nursing, Aberdeen, S. Dak., Gladys Kiniery, dean, Loyola 
University, Chicago; and Sister M. Theophane, director, St. Joseph 
School of Practical Nursing, Lorain, O. 
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Officiating at opening of technical exhibits were (I. to r.): Albert 
C. Janka, director of exhibits; William E. Smith, executive director, 
Hospital Industries Association, who brought greetings from that 
organization; and the Very Rev. Msgr. R. A. Maher, first vice- 
president (later named president-elect). 


Pausing for light refreshment during exhibit rounds were (I. to r): 
Sister Mary Aquin, administrator, St. Rita's Hospital, Lima, O.; 
Sister Mary Eustelle, administrator, St. Charles Hospital, Toledo; 
and Sister M. Harold, administrator, Our Lady of Victory Hospital, 
Lackawanna, N. Y. 


Below: Speakers on in-service education were (I. to r.): Marian 
Alford, R.N., director, Department of Hospital Nursing, National 
League for Nursing, New York City; Sister Margaret Marie, O.P., 
St. Catherine's Hospital, Brooklyn; and Laura Simms, R.N., assistant 
director of nursing service, New York Hospital. 


CATHOLIC HOSPITAL MEETING continued 

Catholic hospitals are—usually have no space for doctors 
to sit down and write up their cases. A university hos- 
pital, on the other hand, has an intern’s station where 
interns and attending physicians can discuss their cases 
and write up their charts. 

The treatment room—frequently forgotten—is very im- 
portant for the doctor—because it gives him the privacy 
needed to obtain a good case history, and a place to give 
a physical examination and to receive a very sick ward 
patient during the night. Diagnostic equipment and 
emergency supplies may also be kept there. 


Importance of Purchasing Function Increases 


C. Rufus Rorem, Ph.D., Executive Director, Hospital Coun- 
cil of Philadelphia—If hospitals in this country could save 
five percent on purchases by improving procurement and 
utilization, they would have a total of $80,000,000 more 
to spend on expansion of service or improvement of pro- 
fessional standards. 

Since hospital personnel cannot work without the nec- 
essary equipment, apparatus, instruments, and supplies, 
it is just as essential for hospital management to be 
effective in procuring and utilizing commodities as in em- 
ploying and coordinating personnel. The purchasing agent 
can contribute greatly to the quality of personal services, 
as well as to economies in management of the institution. 

Principal functions of hospital purchasing officers are: 
(1) assuring quality of products; (2) maintaining the 
proper servicing of commodities; (3) arranging satis- 
factory terms for delivery and payment (avoiding rush 
orders, if possible, because they are expensive to the ven- 
dor and eventually to the buyer); (4) paying the lowest 
possible prices for products of the highest possible qual- 
ity; and (5) effective utilization of purchases. 

Philadelphia purchasing agents have derived great bene- 
fits from the nonprofit hospital purchasing service or- 
ganized seven years ago under the sponsorship of the 
Hespital Council of Philadelphia. The organization in- 
vestigates products before they are offered to member 
institutions, and arranges for technical services which 
have saved time and money for vendors, who schedule 
inspection. visits by their qualified representatives. 

The organization is not a central buying agency, but 
merely an official representative of the hospitals. A group 
of organizations purchasing a commodity from a single 
source should receive the values of quantity buying, be- 
cause of convenience to the vendor and the opportunity 
given him to increase production and sales. 


What's Right and Wrong with Downpayment 


Sister M. Thomas, R.S.M., Administrater, Mercy Hospital, 
Baltimore—We sent out a questionnaire to 200 general 
hospitals in 11 Eastern states and the District of Columbia 
to ask what they thought of the policy of down payments 
upon admission. 

Of the 101 hospitals who answered in time for tabula- 
tion of the information, 48 percent said they did not re- 
quire admission deposits; 41 percent did, and 11 percent 
asked down payments only from certain groups. Most hos- 
pitals in the “no” group said they felt such a policy was 
bad for hospital public relations. Over 38 percent of the 
“no” group had had a down payment policy at one time 
and discontinued it. 

Less than half the hospitals in the “yes” group felt 
that the policy was good for public relations, but most 
of them believed patients did not object to paying a 
deposit, and 90 percent felt that the policy was definitely 
an asset for financial solvency. Each hospital must make 
its own decision in view of local factors. 

(Continued on page 14) 
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High iodine content (66.68%) and excel- 

lent absorption of Telepaque account 

for the frequency with which clear defi- 

nition of the gallbladder and bile ducts 
WINTHROP can be obtained. 


Average adult dose: 6 tablets orally. 
Dl For medium or thin persons under 150 Ib., 
New Yorx 18, N.Y. Winosor, Ont. 4 tablets are usually sufficient. Telepaque 
should be taken with at least 


one full glass of water. 
® Shehodi, W.H.: Am. Jour. Roentgenol., 68:360, Sept., 1952. Telepaque, trademark reg. U. S. & Canada 
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Atlentic City didn't bring out its most desirable weather for 
conventioners. Here three sisters wait for a letup in the downpour 
which started as they came out of the convention hall. They are 
(i. to r.): Sister M. Caspara, laboratory technician, Sister M. Renata, 
medical record librarian, and Sister M. Presentia, x-ray department, 
all from the A. C. Milliken Hospital, Pottsville, Pa. 


CATHOLIC HOSPITAL MEETING continued 


Purchasing Agent Should Follow Through 
On Use of Products in Hospitals 


George A. Hay, Administrator, Hospital of the Woman’s 
Medical College of Pennsylvania—The purchasing agent’s 
chief function in life is not to buy for lower prices. It 
is his job to buy for lowest cost—cost in use (not price) 
and over-all cost (not just specific product cost). Con- 
sequently, his real obligations begin, not end, with the 
signed order or delivery of the goods, because he can’t 
measure the value of the products unless he checks up 
on them in use. 

Scientific methods of product-testing and follow-up are 
desirable if the problem is big enough. But many products 
can be followed up quite simply. To check up on long-life 
light bulbs, we did not use elaborate equipment. We 
labeled and dated the bulbs in our nightlight or fire tower 
circuits, and found that a long-life bulb lasted about three 
times as long as the standard bulb, cost three times as 
much, and had a substantially lower light output per watt. 

The purchasing agent’s ability to do his job well de- 
pends on the type of internal public relations he develops. 
The worst thing he can do, public-relations-wise, is to 
convince the staff he is trying to save money for the 
institution. It’s much better to show department heads 
how they can save on one product to have more to spend 
on another. 


Bringing Staff By-Laws Up to Date 


Sister Justina Morgan, D.C., Administrator, St. Mary’s 
Hospital, Evansville, Ind—When we decided to reorganize 
the medical staff and revise the staff by-laws, we analyzed 
staff strengths and weaknesses. 

The major strengths are: (1) agreement with the ad- 
ministration on objectives and philosophy of patient care 
and hospital administration, and (2) presence of a high 
percentage of well-qualified physicians who wanted to 
raise standards. 

The fundamental weakness is that staff members have 
tried to maintain active staff privileges in all three nospi- 
tals in the city. Another weakness is physicians’ confusion 
of the functions of the hospital medical staff with those 
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of the county medical society, and still another deficiency 
results from the failure of medical schools to give doc- 
tors the opportunity to learn something about medical 
staff organization. Hospital associations and medical 
groups should ask medical schools and hospitals approved 
for intern and resident training to give a formal course 
in medical staff organization. 


Need for Ambulant Care Increases 


Thomas FitzPatrick, Assistant Administrator, Montefiore 
Hospital, Pittsburgh—Extension of the hospital beyond its 
own walls into the community is increasingly being de- 
manded. 

I don’t believe the hospital should be a department store 
of health, rendering all types of service, because if it 
tried to be it would be taking away from other community 
health services, and the net result would be less health 
services available, rather than more. I do think the hos- 
pital has to be the dynamic center of health, mobilizing all 
community resources, including the patient himself. 

The patient in the hospital is more or less passive and 
subject to the hospital team, But when he is cared for 
outside the hospital, many other people join the team— 
his family, social agencies, friends, relatives—and above 
all, he himself becomes an active participant. This is an 


... didn't dampen enthusiasm 


Enjoying a stroll on the famous boardwalk were (I. to r.): Sister 
Ellen Mary, director of nursing, College of St. Rose, Albany, N. Y.; 
Sister Constant, St. Joseph's Provincial House, St. Paul, Minn.; and 
Sister Mary Candida, nursing arts instructor, St. Mary's Hospital, 
Amsterdam, N. Y. 


objective worth striving for—regardless of how much 
money is saved and how much the length of stay is re- 
duced. 

Home care programs are going in the direction not 
only of a new type of program but also a new type of 
medical care. The hospital, taking its own community into 
account, should begin to plan the future program. The 
administrator should initiate action. He should study the 
community, determine the need, and be the conscience of 
the hospital with regard to the community. 

Isn’t it a problem to educate the medical staff to the 
value of an outpatient program? The doctor does need 
special orientation. However, success of the program it- 
self is what is going to sell it. 
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In-Service Education Is Administrative Tool 


Laura Simms, R.N., Administrative Assistant for Staff 
Education, New York (N. Y.) Hospital — Recent trends 
which make an in-service program an important admin- 
istrative tool are: need for more communicative skills in 
nurse-patient relationships; rapid advances in medicine; 
increase in number of nursing functions, and the addi- 
tion of much paper work; continuing shortage of nurses 
and need for training of auxiliary personnel; fast turn- 
over in nursing personnel, requiring constant orientation 


of new staff members; return of married nurses to work 
and need for bringing them up to date on procedures. 


At the New York Hospital, our in-service program is 
carried on both as a central effort and as a departmental 
effort. The central program is open to nurses in all clini- 
cal departments. The departmental programs are open to 
nurses from other departments, but their content is more 
specific. 


Included in the in-service programs are specially planned 
orientation programs. The central orientation program 
for new staff nurses is repeated each month, and orienta- 
tion conferences for newly appointed supervisors are 


given twice a year. 


We have found the group conference and workshop tech- 
nics to be two of the most effective methods. Role-playing 
is very effective, with adequate supervision. 


New officers of the association, shown 


More of the larger hospitals and medical centers are here, are (above) the Very Rev. Msgr. 
employing full-time personnel for the in-service program. R. A. Maher (I.), diocesan director of 
Our in-service education department for nursing is made hospitals, Toledo, O., president-elect, 


and the Rt. Rev. Msgr. J. L. Gatton, 
Springfield, Ill., first vice-president. At 


right is the new president, the Very Rev. 
sponsible for coordinating programs for nonprofessional Msgr. Edmund J. Goebel, Milwaukee 


workers with those for professional personnel. Wis 


up of the administrative assistant in charge of the pro- 


gram, a full-time instructor, and a liaison instructor re- 


To encourage staff participation in suggesting program 
content, we have found it helps to have the staff educa- 
tion director participate as a member in nursing service 


committees already in operation. 


learning activities are provided in a classroom, the amount 


An in-service program should be planned to reach every of on-duty time allotted for it depends upon the hospital. 
member of the nursing staff. Some programs are planned Our hospital allows a nurse one hour a week of on-duty 
for special groups, but some should also be planned fo: time for attendance at programs she elects, but if she 
mixed groups—professional and nonprofessional. ‘ is selected for a special group program, she is entitled 

For the more formal in-service program, in which to the entire program on duty time. 


Cecilia M. Knox, R.N., nurse consultant, Division of Hospital 
Facilities, U. S. P.H.S., Washington, D. C., answers question on care 
of ambulant patients. Other panel members were John J. Graff, 
M.D., St. Francis Hospital, Wilmington, Del.; Sister M. Richard, 
R.S.M., Mercy Hospital, Pittsburgh; Thomas FitzPatrick, assistant 
administrator, Montefiore Hospital, Pittsburgh; and Mother M. 
Michael, S.M., superintendent, Misericordia Hospital, Philadelphia. 
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Kentucky Holds 
Silver Jubilee 


Helena R. Hughes (r.), administrator, 
Riverside Hospital, Paducah, Ky., and 
past president, Kentucky Hospital Asso- 
ciation, presents award to Gaynor Elaine 
Young, Meta, Ky., a winner in the asso- 
ciation’s essay contest on ‘Nursing as a 
Career." 


4Y 600 persons attended the Silver Jubilee 
convention of the Kentucky Hospital Association in Louisville 

recently. 

Subjects of discussions included “What’s New in Hospitals,’ 
“The Patient and His Bill,” hospital costs, accreditation, and meth- 
ods of meeting community nursing needs. 

Holding sessions at the same time were the state’s hospital auxil- 
iaries, the Kentucky Association of Medical Record Librarians, 
and Kentucky chapters of the American Association of Hospital 
Accountants and the National Executive Housekeepers’ Associa- Photos above and below were taken at annual dinner 
tion. A sectional meeting also was held for dietary personnel. meeting. Scene below shows speakers’ table. 
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Glen Taylor (I.), executive secretary, presents past president award 
to outgoing president Louis B. Blair. Photographs courtesy of 
Upper Midwest Hospital Conference. 


More than 3,000 persons attended the seventh an- 


nual Upper Midwest Hospital Conference, held 
recently in St. Paul, Minn. HOSPITAL TOPICS’ 
report here presents highlights of some of the 
principal lectures. 


How to Improve Surgical Practice 


O. J. Campbell, M.D., Minneapolis—Surgery, although no 
more important than other medical fields, is the object of 
more concern regarding improvement of -standards, be- 
cause it is easily subject to abuses, like unnecessary sur- 
gery, fee-splitting, and ghost surgery. 

The most effective place at which medicine can police 
itself is at the hospital staff level, because practices of 
any staff member are known to his colleagues, or can be 
easily ascertained, and because the courts have declared 
without qualification that the hospital board has absolute 
control over the staff and may expel any staff member 
at its own discretion. 

Improvement of the standard of surgical care depends 
upon the cooperation of the board. A medical staff which 
is having difficulty in limiting the surgery of men who are 
spoiling the staff records should undertake a campaign to 
educate the board. 

A tissue committee seems to be a necessary evil for 
policing the surgical staff. I prefer having the surgical 
staff as a whole act as a tissue committee, taking turns 
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at routine work such as correlations between diagnosis 
and pathology. 

Fee-splitting and ghost surgery must be eliminated. 
Secret division of fees certainly is reprehensible — but 
there is a need for the medical profession as a whole to 
define fee-splitting and to clarify the ethical financial re- 
lationship between doctors who are caring for a patient. 
Adopting too rigid a definition may discourage the use 
of surgical consultation or reference, and using too loose 
a definition permits financial motivation for reference of 
cases. 


Social, Economic Changes Will Affect 
Hospital’s Future Community Role 


Harry Becker, Associate Director, Commission on Financ- 
ing of Hospital Care, Chicago—Two big tasks confront us 
if we are to finance tomorrow’s hospital care adequately: 
(1) To make voluntary prepayment as effective as pos- 
sible for persons who can pay for their own care, and (2) 
to develop new, imaginative methods for financing care 
for indigent and low-income groups. 

Inevitable social and economic changes will largely de- 
termine the community’s attitude toward the hospital and 
the extent to which people use hospital services. Until we 
accept the fact of a changing hospital economy, we can- 
not meet future problems. The rising unit cost of care 
and the fact that the public is seeking more hospital serv- 
ice will motivate many developments. 

(Continued on next page) 
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UPPER MIDWEST Continued 


The number of persons per thousand population who re- 
ceive care and the length of hospital stay are as important 
as the per diem cost of care. Overhead costs of the pre- 
payment agency also are of concern to the hospital, be- 
cause prepayment protection funds used for overhead ex- 
penses reduce the amount available for hospital care. 

The very existence of voluntary prepayment plans is 
threatened unless we offset, as much as possible, the 
forces tending to push costs higher, and unless hospitals 
inform the public of the need for rate increases. As the 
price of prepayment moves out of reach of any segment 
of the community, the effectiveness of prepayment is 
jeopardized for the community and for the hospital. Any 
threat of prepayment is a threat to the stability of hos- 
pital financing. 

Since we are allocating a lower percentage of our per- 
sonal budgets to prepayment than we did five years ago, 
it would seem that benefit and eligibility standards unde: 
prepayment plans should at least be improved at the same 
rate as the increase in consumer purchasing power. Our 
consumer incomes, on the average, after taxes, have risen 
faster than either the cost of living or the cost of pre- 
payment. 

If present trends in per diem cost and increases in ad- 
missions per 1,000 population continue at the same rate 
as in the last five years, the monthly protection which cost 
$4.40 in 1952 will be $6.47 in 1960. But if we could re- 
duce the number of admissions per 1,000 persons covered 
by only one percent a year—by discouraging in-hospital 
care for patients who could receive ambulatory care—and 
could reduce the average hospital stay by one-eighth of 
a day a year, the cost of prepaid protection would rise 
only 42 cents from 1952 to 1960, even if hospital per diem 
costs rose five percent a year. 


New officers are (I. to r.) Byron D. Jackson, administrator, St. 
Luke's Hospital, Fargo, N. D., vice president; and J. M. Mcintyre, 


President's Health Program Offers Challenge 


E. Dwight Barnett, M.D., Director, Institute of Adminis- 
trative Medicine, Columbia University School of Public 
Health, New York City—The Eisenhower administration’s 
health program—while of great assistance to hospitals 
and the voluntary health system—also is a challenge to 
health services to expand coverage to satisfy consumers. 
If consumers are not satisfied, pressure will soon be re- 
newed for a government health program. 

Prepayment plans should work together toward the 
goal of covering the whole labor force with adequate hos- 
pital and medical care. Labor unions still feel that unless 
existing gaps in coverage can be filled under the voluntary 
method, they are better off supporting compulsory gov- 
ernmental health insurance. 

If the present rate of growth of prepayment plans con- 
tinues, according to the Commission on Financing of 
Hospital Care, all the nation’s working force will be cov- 
ered by 1960, leaving only the unemployed and disabled 
indigents, who are governmental responsibilities. 

Commercial insurance is now growing faster than Blue 
Cross and is in some cases taking away groups already 
enrolled in Blue Cross. If the commercial insurance com- 
panies’ growth continued at the same rate of the last 
three years, all the labor force could be covered under 
commercial insurance by 1965. But if Blue Cross grew 
at the rate of the last three years, it would lack 20 per- 
cent of covering the labor force by that year. 

Hospitals must be vitally concerned with this trend in 
prepayment purchasing, because they might lose complete 
control of the financing of their own services if all pre- 
payment were of the commercial insurance indemnity type. 
They would then have no method of negotiating with the 
people selling their services. Hospitals might do well to 


(Continued on page 20) 


secretary-manager, Winnipeg (Manitoba) Municipal Hospitals, 
president. At far right is Glen Taylor, executive secretary. 
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(Continued from page 18) 
develop the principle that no one can sell their services 
without their permission, in the form of a contract. 

Another thing which may have a great influence on 
hospitalization programs is the possible increase in plans 
like the Kaiser Foundation Health Plan. If the Kaiser 
type of plan increases, the already serious problem of 
segregation in health care may be augmented by develop- 
ment of segregation in types of prepayment. The Foun- 
dation is opening a 200-bed hospital in San Francisco to 
provide for Health plan patients. Since these patients can 
come only from other adequate hospitals, the new hos- 
pital doesn’t meet an actual bed need, but only the need 
of a prepayment plan which insists on operating its own 
facilities. I don’t believe it is good community planning 
to duplicate facilities on the basis of the health plan in- 
volved. 

Hospitals and doctors must meet the challenge of such 
plans by providing additional coverage. 

Financing of indigent care is another increasing prob- 
lem for voluntary hospitals. Usually indigent services are 
paid for at considerably less than cost, and the hospital 
has few facts to support its contention that its charges 
must at least provide the costs of service. A cost analysis 
system should be developed to show distribution of the 
costs of service among the various departmental functions. 
Department leaders, when cognizant of costs, can be of 
great help to the administration in cutting unnecessary 
expenses. 


Indian Hospitals Being Discontinued 
Where Community Facilities Are Available 


M. M. Van Sandt, M.D., Chief, Section of Medical and 
Hospital Services, Department of the Interior, Rureau of 
Indian Affairs, Washington, D. C.—The Bureau of Indian 
Affairs now has 58 hospitals — varying from 13 to 400 
beds in this country and Alaska. Most are in an isolated 
or semi-isolated location, or adjacent to an Indian reser- 
vation or lands held in trust for the Indians. 

Wherever there are existing community facilities which 
will accept the Indian on a non-segregated basis, however, 
it is the Bureau’s policy to discontinue the operation of 
facilities exclusively for Indians. Reimbursement for hos- 
pital care of the medically indigent Indian is to be based 
upon the per diem cost experienced in the last recorded 
accounting period. 

The Bureau also is seeking contracts with local or state 
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health units to provide preventive services to Indians. 

An alternative to closing hospitals is transferring them 
to local communities, wherever a Bureau facility is ade- 
quate for needs of the non-Indian as well as the Indian 
residents, and where there is a local organization which 
will assume management responsibilities. Transfer should 
be approved by the tribe for which the facility is con- 
structed. 

Since the current policy was approved in 1950, five hos- 
pitals have been closed and one transferred to a com- 
munity organization. All Indian hospitals and health serv- 
ice activities are being surveyed to determine whether this 
policy can be applied to them. 


Problems of a Rehabilitation Center 


J. M. MelIntyre, Secretary-Manager, Winnipeg (Man.) 
Municipal Hospitals—A rehabilitation center is vital to 
the adequate treatment of the chronic patient. Problems 
in its management can be divided into four main groups: 
(1) high cost of care; (2) lack of attention given to re- 
habilitation; (8) need for a comprehensive program; (4) 
actual problems of development. 

Coordination of all agencies in the rehabilitation field 
would help ease the financial situation. Our governmental 
authorities are reluctant to assume unrestricted obliga- 
tion for long-term care, although we have tried to show 
that investment in such a program now would result in 
substantial economies in public administration later. Hos- 
pital people must pioneer in rehabilitation and absorb the 
resultant loss until they can accumulate evidence of the 
program’s value. 

The department of physical medicine should take prime 
responsibility for organizing and maintaining a rehabili- 
tation program. The ultimate success of rehabilitation de- 
pends upon its being regarded as a continuous process 
from first to last—one which should never be divorced 
from medical direction and advice. Too often the patient 
is not considered as a whole, and when he leaves the hos- 
pital he may also leave medical supervision, just when 
he needs it most, to protect him from permanent disability 
and return him to useful activity. 

One of the greatest problems in developing a center is 
the lack of complete facilities. New space should have as 
flexible a floor plan as possible, to allow for future 
conversion to specialized services. Partitions should be 
removable to permit large or small self-contained areas. 
We have expanded so that our auditorium is now utilized 
full time as a remedial gymnasium. The growing physio- 
therapy department has taken over all storage space in a 
four-floor building. Our occupational therapy depart- 
ment occupies ward space, and hydrotherapy is given in a 
local swimming pool. 

We are now planning a separate unit which will include 
all these services under one roof. Then the non-ambulant 
chronic patient will be cared for in our present structure. 


Supervisor Is Vital Management Link 
Ray E. Brown, Superintendent, University of Chicago 
Clinics — The supervisor is the most important link in 
management, especially in the hospital, which has so many 
dissimilar services and technologies. The administrator 
eannot be well informed on all of them, and must depend 
upon the supervisor. 

Essential to good supervision is a good climate for the 
supervisor, which is created by the administration. 

Supervision can be divided into three elements: (1) 
planning and scheduling of work; (2) assigning the work; 
(3) discipline, or the manner in which the work is per- 
formed. Discipline is the best measure of a _ hospital’s 
efficiency and effectiveness. In a well-disciplined depart- 
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Right: John Fisher (I.), Cana- 
dian Broadcasting Co., was 
featured speaker at annual 
banquet. Others are (I. to r.) 
J. M. McIntyre, new president, 
and Richard Lubben, adminis- 
trator, Bozeman (Mont.) Dea- 
coness Hospital, who was 
elected to board of trustees. 


ment employees know what is expected of them and do it. 
The tone of performance depends upon maintaining proper 
work habits continuously. 


How to Improve Medical Staff Organization 
Russell C. Nye, Administrator, Northwestern Hospital, 
Minneapolis—Trustees and administrator must be recep- 
tive to ideas from doctors—even on rules and regulations 
not dealing with the medical staff—in order to build a 
favorable climate for discussing doctor-hospital relation- 
ships which would improve medical staff organization. 

It is the trustees’ responsibility to provide the scientific 
equipment needed and the means for making the various 
specialists available, and to maintain qualifications for 
staff appointments that assure a high quality of patient 
care. 

The administrator’s job is to keep standards for accred- 
itation as the minimum objective of staff changes. 

There is a certain psychological pressure in the immi- 
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Left: Glen Taylor, executive 
secretary, looks on as outgoing 
president Louis B. Blair pre- 
sents annual Nellie Gorgas 
Memorial Lecture award to E. 
Dwight Barnett, M.D., director, 
Institute of Administrative 
Medicine, Columbia University 
School of Public Health, New 
York City. 


nent visit of the Joint Commission’s inspector—but the 
administrator should put the whip in the hands of the 
staff president, and let him work through his staff com- 
mittees. 

Attendance at monthly staff meetings is a matter of 
self-discipline. I prefer conference-type meetings. They 
fulfill the following purposes: 

(1) To provide collective interest needed to keep scien- 
tific work at a high standard. 

(2) To share medical knowledge and develop or keep 
alive intellectual curiosity. 

(3) To develop and sustain an interest for clinical re- 
search. 

(4) To furnish an opportunity for colleagues to be 
morally and intellectually honest about incompetency or 
unethical practices, 

In our experience, an internist is preferable to a sur- 
geon as chairman of the tissue committee. 
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Technologists Confer at CHA 

Subjects discussed at the Conference 
on Medical Technology, held during 
the 39th annual of the 
Catholic Hospital Association, Atlan- 
tic City, N. J., May 17-20, included: 
“Pulse of Progress: Education in the 
Laboratory”; “Building a Sound Cur- 
riculum in Medical Technology”; 
“What’s New in Blood Banking”; 
“Theory and Technic of 17-Keto 


convention 


Nor just a plasma expander, but genuine 
blood plasma itself . . . offering not only 
speedy, natural blood volume expansion, 
but the plus value of its recovery-speeding 
homologous proteins and natural nutrients. 
Not just an experimental liquid, but the 
time-proved product of human blood that 
restores and maintains osmotic pressure, 
replaces lost protein, and has saved thou- 
sands of lives every year for many years. 

Hyland Liquid Plasma is ready to use with- 
out blood grouping, typing or crossmatch- 
ing. Requires no refrigeration, preliminary 
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e A Regular Feature 


for Medical Technologists 


Steroids”; “Administrative Policies 
Basic to Efficiency and Continuity,” 
and “How to Calibrate.” 


Discusses Technology 
at Boston Meeting 

Mrs. Elinor Judd, M.T. (ASCP), chief 
technologist, Robert Breck Brigham 
Hospital, Boston, discussed the sig- 
nificance of laboratory tests in rela- 
tion to four diseases at the recent 


warming or reconstitution. Supplied in 300 
cc. liquid units . . . clear, citrated normal 
human plasma, ready for immediate 
infusion. 

Hyland Laboratories, 4501 Colorado 
Blvd., Los Angeles 39, California; 248 S. 
Broadway, Yonkers 5. N.Y. 
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annual meeting of the Greater Boston 
Medical Technologists’ Association. 

The diseases were hypertrophic ar- 
thritis, rheumatoid arthritis, gout, and 
lupus erythematoses. 

A past president of the Greater Bos- 
ton and Massachusetts MT groups, 
Mrs. Judd is currently a board mem- 
ber of the American Society of Medi- 
cal Technologists. 

Theodore B. Bayles, M.D., clinical 
associate in medicine, Harvard Medi- 
cal School, and director of research, 
Robert Breck Brigham Hospital, dis- 
cussed treatment of the four diseases 
reterred to by Mrs. Judd. 


MT Movie Completed 

Filming of the picture on medical 
technology has been completed. Ruth 
Hovde, M.T. (ASCP), president-elect 
cf the ASMT, has been in Hollywood 
acting as technical adviser. The film 
will have its world premiere at the 
International Congress of Patholo- 
gists in Washington, D.C., next Sept. 


Massachusetts Group 

Names New President 

Louis De Laura, M.T. (ASCP) was 
named president at the recent annual 
meeting of the Massachusetts Associa- 
tion of Medical Technologists. 

Highlights included a talk on “The 
Future of Medical Technology in Mas- 
sachusetts” by John Conlin, M.D., 
information director, Massachusetts 
Medical Association. 

Wendell T. Caraway, biochemist, 
Rhode Island Hospital, discussed ‘“Pro- 
tein Bound Iodine.” “Current Concepts 
Concerning the Anemias” was the sub- 
ject of Arnold Lear, M.D., Thorndike 
Memorial Laboratory, Boston City 
Hospital. 


New and old officers of the Illinois Medical 
Technologists’ Association, elected at the 
recent Tri-State Hospital Assembly, are 
(standing, |. to r.): Sr. Gilberta, M.T. 
(ASCP), St. Vincent's Hospital, Taylorville, 
new board member; James Champer, M.T. 
(ASCP), Passavant Hospital, Jacksonville, 
new treasurer; Mary Agnes Kennedy, M.T. 
(ASCP), VA Hospital, Danville, board mem- 
ber; Annie Laurie Peeler, M.T. (ASCP), 
Northwestern University Medical School, 
Chicago, outgoing president; Edith Barton, 
M.T. (ASCP), Hill Clinical Laboratory, Oak 
Park, outgoing secretary; Florence J. Wil- 
liams, M.T. (ASCP), Ottawa Arthritic and 
Diagnostic Clinic, outgcing treasurer. Seated 
(I. to r.): Lillian Shade, M.T. (ASCP), Texas 
Oil Refinery, Lockport, new president, and 
Edna Murmann, M.T. (ASCP), executive 
secretary. Not shown are Ruth Feucht, M.T. 
(ASCP), Michael Reese Hospital, Chicago, 
new president-elect; Amanda Potts, M.T. 
(ASCP), University of Chicago Clinics, cor- 
responding secretary; and Ena Caldwell, 
M.T. (ASCP), Michael Reese Hospital, re- 


cording secretary. 
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Credit and Collections 


@ “John Smith still owes a substan- 
tial balance on his hospital bill, and 
our efforts to collect are no longer ef- 
fective. There is no legal or moral 
reason why collection shouldn’t be 
forced. Should we, however, ‘go easy’ 
on Smith in the interests of our pub- 
lic relations?” 

This is a question asked by many 
hospital administrators. There is a 
certain danger, on one hand, that an 
unusually “tough” collection policy 
may reflect unfavorably on the hos- 
pital. But there is a concomitant dan- 
ger that too “soft” a policy will cause 
all collections to slow down. “Jones- 
boro Hospital bill? Oh, don’t worry 
about that. They never press for their 
money. 

Actually, this dilemma is not as 
acute as it sounds. The third party 
approach has solved it for many mod- 
ern administrators. 

FACES NEW FACTOR 

Often the dilatory, even antagonis- 
tic, patient promptly “reverses his 
field” when contacted by a collection 
agency. Why? Because the agency is 
a new and unknown factor. The pa- 
tient is no longer dealing with Jones- 
boro Hospital. He realizes he will 
now be dealt with on a different plane 


. . . because he is dealing with an or- 

ganization that depends for its exist- 

ence upon the liquidation of debts. 
The agency is the buffer that pro- 


Third Party Approach 
Protects Good Will 


By Glenn B. Sanberg, Executive Secretary, American Collectors Association 


Fifth in a Series 


tects the hospital from any possible 
ill will. It works two ways. First, 
the hospital is not put in the distaste- 
ful position of having to dun repeat- 
edly. To do so is almost certain to 
generate animosity. ‘“You’d think 
Jonesboro Hospital was starving to 
death, the way they’ve been hounding 
me about my bill,” one patient recently 
told a collection agent. 

Second, modern collection agencies 
are geared to do a public relations job 
as well as to collect money. They do 
this by building a genuine desire to 
pay. “Your credit record is being built 
now,” the delinquent Browns may be 
told. “It is available to employers, 
landlords, bankers, loan companies, 
merchants, professional people. What 
is your credit record going to tell 
about you?” This type of condition- 
ing makes good credit seem more per- 
sonal, 

In the next phase, collectors con- 
sult with the family and analyze its 
financial problem. If non-payment is 
due to mismanagement, a “planned 
spending program” — or budget — is 
worked out, leaving a portion of cur- 
rent income to apply on past-due ac- 
counts, 

PAMPHLETS FOR EDUCATION 

These personal interviews are often 
supplemented by pamphlets, brochures, 
and magazine reprints produced by 
the American Collectors Association 


for its 1,900 members. These pam- 
phlets tell the story of personal credit 
in easy-to-understand form, and some 
suggest ways and means of stretching 
dollars further.’ 

They do more than help collect 
money due. They convey to the debt- 
ors the collector’s sincere desire to 
help him; to show him how he can 
benefit by better credit and _ better 
money management. This in turn cre- 
ates a favorable impression toward 
the original creditor. 

Leading collectors point out that 
although many more accounts are be- 
ing handled today, the percentage of 
collections has risen steadily. In ad- 
dition, the necessity for legal action 
has, in most areas, dropped mate- 
rially. They feel their improved 
methods have brought about this re- 
sult. 

Good relations with the public are 
extremely important in today’s com- 
plex and sensitive credit picture. New 
procedures, new attitudes, and new 
approaches help keep those relations 
good, and point the way for better re- 
covery of claims by hospital adminis- 
trators. 


Sample copies of pamphlets and re- 
prints may be obtained without charge 
from the American Collectors Asso- 
ciation, 50th Ave. and Ewing Ave., 
South, Minneapolis, Minn, 
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BENADRYL Hydrochloride ® 
(diphenhydramine hydro- B E NADRYL 
chloride, Parke-Davis) 

is available in a variety of forms 
— including Kapseals," 50 mg. 


each; Capsules, 25 mg. each; Patients troubled by lacrimation, nasal discharge, 
Elixir, 10 mg. per teaspoonful; and sneezing respond to BENADRYL and 


and Steri-Vials," 10 mg. per cc. enjoy symptom-free days and restful nights. 
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When it comes to explosion-proof safety... 


MEET No.1 LIGHT 


in glare-free quality of illumination. In the 
reduction of eye-fatiguing contrasts to a 
practical minimum, the surgeon enjoys 
clearer perception . . . faster. 


for safe use in the surgery. Explosion-prooi 
construction details—conforming to Safe 
Practice code of Underwriters’ Laboratory 
—contribute to the safety of both patient 
and surgical team. 


in flexibility, simplified operation and bal- 
anced construction. Directional changes 
can be made by circulating nurse with 
finger-tip ease and speed. 


Available Models of Portable 
EXPLOSION-PROOF Safelights 
with 17” Light Head. 


No. 51... with conventional counter- 
balanced arm 


No. 52... counterbalanced telescopic 
height control 


No. 53... wall mounting 


No. 54... ceiling suspended 


Ask your dealer or WRITE TODAY 
for complete specifications 


WILMOT CASTLE COMPANY 
1266 University Ave. Rochester 7, N.Y. 
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NEW HAVEN, CONN. 
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MOST WANTED— and now in supply—the famous Seamless “‘Kolor-Sized” 
Brown and White Latex Surgeons Gloves. Banded and “Kolor-Sized” for convenience 
and economy. Write or phone your Hospital Supply Dealer today! 


FINEST QUALITY SINCE 1877 
SURGICAL RUBBER DIVISION 
THE SEAMLESS COMPANY 
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Middle A 


Robert G, Boyd (I.), adminis- 
trator, Morristown (N. J.) 
Memorial Hospital, new presi- 
dent of the Middle Atlantic 
Hospital Assembly, accepts 
the symbol of office from out- 
going president E. Atwood 
Jacobs, administrator, The 


Reading (Penna.) Hospital. sit 


@ Nursing needs and central purchasing were among 
subjects discussed at the sixth annual meeting of the 
Middle Atlantic Hospital Assembly held recently in At- 
lantic City. Abstracts from these two papers follow. Total 
attendance at the meeting reached 2,650. 


Can We Meet Nursing Needs? 

Albert W. Snoke, M.D., Director, Grace-New Haven Com- 
munity Hospital, New Haven, Conn.—We need from 50,000 
to 60,000 nurses graduating each year to meet the present 
demand. Last year we graduated only 29,000. I question 
whether any recruitment program will enable us to fill 
the quota. 

Our greatest opportunity for meeting nursing personnel 
needs lies in increased use of the nurse’s aide and the 
licensed practical nurse. A great deal more emphasis 
should be given to starting and supporting schools of 
practical nursing, integrating them into hospitals with 
existing schools of nursing, and providing credit for work 
in a licensed practical nurse school towards a diploma, as 
well as diploma credits towards a degree. 

We must continue and strengthen all existing schools of 
nursing, both diploma and graduate, because we need 
supervisory, teaching, and highly trained nurses, in addi- 
tion to auxiliary personnel. 

Actually, there are more graduate nurses today per 
100,000 population, per bed, and per hospital day than 
there were in 1930, but there has been a decrease in avail- 
able nurses, because of the sherter work week, increased 
opportunities for nurses outside the hospital, and a greater 
demand for nurses with specialized training. 


Central Purchasing Makes Steady 
Increase in Rochester Area 
Donald F. Smith, Assistant Director, Rochester (N.Y.) 
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Regional Hospital Council—The dollar volume cf our 
council’s central purchasing program has grown from ap- 
proximately $150,000 in 1948 to $450,000 for the current 
year. This volume represents 27 percent of the total 
amount spent by member hospitals for items which may 
be purchased through the program. 

X-ray film, developer and fixer solutions, and x-ray 
equipment account for the greatest percentage of the 
volume. Textiles and surgical dressings come next. 
Equipment can be purchased at substantial savings 
through agreements with vendors. Sutures, catheters, 
surgeons’ gloves, and a few other common items also are 
included in the total volume. 

Food, fuel, and contractual services are not purchased 
through this program. 

Twenty-three of the council’s 30 member hospitals are 
members of the central purchasing program. All partici- 
pating hospitals hold membership in the Hospital Bureau 
of Standards and Supplies through the council. The 
council also has separate informal agreements with eight 
other suppliers, under which the companies offer supplies 
and equipment at stipulated discounts if the hospitals 
place their orders through the central purchasing pro- 
gram. The list of such suppliers is kept at a minimum to 
limit duplication of sources of supply. Suppliers agree to 
have their salesmen detail the individual hospitals as often 
as if there were no agreement. 

Printed requisition forms are supplied to each hospital, 
and the hospital places its order with the council. The 
council selects the vendor if the hospital has not indicated 
a preference, and sends in the order. Merchandise is 
shipped directly to the hospital. The invoice is sent to the 
council, which pays it and bills the hospital. Cash dis- 
counts earned by the council are passed on to the hospital 


if they are earned. 
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Something New at 
New Mexico Meeting 


OMETHING NEW was added at the ninth annual 

meeting of the New Mexico Hospital Association when 
members of the board of the Las Vegas Hospital held 
their regular monthly board meeting, completely unre- 
hearsed, before the entire assembly. The convention was 
held at Albuquerque in May. 

Also highlighted was a premiere showing of “Operation 
Hospital,” a documentary film produced by Larry Parcell, 
director of public relations, New Mexico Blue Cross Plan. 
The film was made in Albuquerque and shows the major 
hospitals of that city in action. 
ia William L. Gold, administrator, Las Vegas Hospital, 
was installed as new president of the association. In the 
picture at right, Mr. Gold receives the gavel from George 
Brewer, retiring president. At left is Harry Miller, presi- 
ay dent-elect of the association. 


Mrs. Elizabeth Rood, state advisory counselor to Women's Auxil- 
iaries, accepts the association's award for outstanding achievement 
in hospital work. Others, |. to r.. are William L. Gold, new presi- 
dent of the association; Phil Carter, convention program chairman; 


Above: James Arrott, president, board of trustees, Las Vegas Mrs. Rood; George Brewer, retiring president; and Homer A. Reid, 
Hospital, addresses convention delegates preceding a spontaneous, secretary-treasurer of the association. The award, a gold plaque, 
unrehearsed meeting of the hospital board presented before the is presented each year to the person who has made the greatest 


assembly. The meeting received a tremendous ovation. Below: statewide contribution in the hospital field. 
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For relief of pain and itching in sunburn, simple 
burns, hemorrhoids, diaper rash, fissured nipples, 
skin abrasions, athlete’s foot, and other conditions 
in which surface anesthesia is desired; also indicated 
as an anesthetic-lubricant for instrumental pro- 
cedures, and in ophthalmology. 


Nupercainal Ointment is particularly suitable for 
mucous membranes and for dry, encrusted sur- 
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Nupercainal 


long-acting 
surface 
anesthetic 


faces. For moist or weeping lesions, Nupercainal 
Cream is available. 

NUPERCAINAL OINTMENT 

(1% Nupercaine® base in lanolin and petrolatum base) 
NUPERCAINAL CREAM 

(0.5% Nupercaine base in water-washable base) 
NUPERCAINAL OPHTHALMIC OINTMENT 

(0.5% Nupercaine base in white petrolatum) 


Nupercainal® Ointment 
(dibucaine ointment CIBA) 
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Mister 
Administrator 


OSPITAL ADMINISTRATORS 

are a long-suffering lot, but, ex- 
cept in locker room sessions, you sel- 
dom hear them complain. They hum- 
bly accept the fact that they were 
placed on this earth to be criticized, 
mistreated, abused, overworked, and 
underpaid. 

While his employees work a 40- 
hour week (when they are not loafing 
on the job) the administrator works 
60, 70, or even 80 hours, planning, 
scheming, and juggling figures to 
prove to a handful of persons—name- 
ly, the board members—that he is in- 
dispensable. 

Why does he change jobs so often? 
Is it because he is poorly trained or 
lacking in executive ability? More 
often the problem can be traced to 
inadequately trained or unmanageable 
nursing executives whose main objec- 
tive seems to be to make his life un- 
bearable. They continue to harass 
him for more help, more funds, more 
this, and more that until he finds him- 
self at the half-way mark of his fiscal 
year, having spent 65 percent of his 
annual budget without ample justifi- 
cation of the type the board will 
understand. 


The author, whose name is with- 
held at his request, has been an ad- 
ministrator for more than 26 years— 
first in the East and Middle West and 
now on the West Coast. Most of the 
events related in the article, he says, 
are essentially true. He adds, “Nurse 
executives and supervisors who read 
the story may say angrily, ‘Who is 
this guy who dares suggest that we 
abuse or threaten our bosses?’ But 
perhaps the story may moderate some 
of the many demands they make of 
their administrator.” 
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When his semi-annual operating 
statement is analyzed by these worthy 
gentlemen, all he can say is something 
like this: “The first half year always 
carries a large percentage of capital 
outlay items,” or “We buy heavy dur- 
ing the first half year to replenish 
depleted inventories.” 

He may leave this meeting in a 
beaten state, but at least he has 
stalled off the board for another six 
months. This is good because it gives 
him an opportunity to look around 
for new employment while he still has 
a source of income. 

As an example, let us take a hypo- 
thetical administrator. We will call 
this man Mr. Smith, and we will 
briefly explore his background. 

After college he tried several posi- 
tions for which his education had pre- 
pared him—banking, auditing, insur- 
ance, statistics—but they did not sat- 
isfy his needs. When he was 30 years 
old, he entered a hospital for a major 
operation. He decided that he was 
unhappy in his present work and that 
he would become a hospital adminis- 
trator. This would enable him to de- 
vote his life to the service of others. 

His decision called for a one-year 
course in administration at a univer- 
sity, a year’s internship in a large 
city hospital, a year of residency in 
an urban hospital, and two or three 
years as an assistant. Then one day 
he found he had arrived. He was 
made superintendent of his own 40- 
bed hospital out in the sticks. The 
salary was not large, considering the 
many years of preparation and ex- 
pense, but it was a relief to be on his 
own at last. 

We will skip rapidly over the next 
15 years, during which time Mr. 
Smith served in five different hos- 
pitals in four states. He had mar- 


Each nurse had a list a mile long. 


ried, children came along, and the 
moving expenses incurred in hopping 
from job to job kept him financially 
insecure. But at last his opportunity 
came. He managed to secure a posi- 
tion in a large public hospital at 
what seemed an unbelievably good 
salary. 

It is at this 500-bed hospital that 
drama enters our story. The institu- 
tion was ideally located, housing was 
available, and the board of trustees, 
who had previously experimented with 
a series of untrained superintendents, 
were anxious to hire someone capable 
of reorganizing a hospital which had 
deteriorated physically, as well as 
morale-wise, and had slipped in pub- 
lic favor. 

Mr. Smith’s first day at the new 
institution was a disappointment. A 
tour of inspection revealed poor 
housekeeping, inadequate furnishings. 
inferior equipment. Everywhere there 
was a crying need for paint and re- 
pairs. He was disappointed but not 
discouraged. His board had assured 
him moral support and sufficient mon- 
ies to make the hospital more efficient, 
more attractive, and of greater serv- 
ice to the patient. 

Rearrangement and improvement 
of the physical plant proceeded rap- 
idly. Plans were laid for the expendi- 
ture of more than a million dollars 
over a four-year period. 

Then what was his problem? It was 
this: Personnel demands multiplied 
with a force and magnitude that was 
almost beyond comprehension. Now 
that improvements were materializing 
at last, department heads, who had 
for years had so little to work with, 
suddenly began demanding more and 
more. 


Mr. Smith had begun his new job 
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by explaining to each department 
head that a four-year improvement 
plan would be instituted and that the 
most urgent needs would be provided 
for first. Most of the department 
heads submitted a comprehensive, 
written, suggested plan of action, 
listing needs in order of urgency. 
Some demanded more help than others 
and the extra help was given. The 
validity of these demands was as- 
sumed, since time and motion study 
figures and comparisons for previous 
years were not available, owing to the 
lack of a cost accounting structure. 

The nursing situation was some- 
what different from the others. Every 
one of the 11 nursing divisions sub- 
mitted a list a mile long. Every item 
Was an emergency, and always high 
on the list were demands for large 
increases in nursing personnel. 

Enough for background. A_ peek 
into Mr. Smith’s diary, covering the 
first year of his administration, will 
complete the story. 


January 


First meeting with board of trus- 
tees. Proposed a plan of improve- 
ments to be accomplished over a five- 
year period, with annual expenditures 
including new furniture and equip- 
ment about $300,000. Plan fully ac- 
cepted by board. 

Meeting with heads of departments 
urgent 
future 


department to list 
needs, and 


—each 
needs, desirable 


needs. Personnel enthusiastic. 


One week later 

Lists and suggested future changes 
pour in. Most department heads very 
reasonable in their requests. Nursing 
department listed 90 percent of all 
items as urgent—many underscored 
as most urgent. Compiling this mate- 
rial a big job. Personal inspection of 
all areas and present equipment in- 
dicated. 

Meetings with department heads, 
one at a time. Cuts made to keep 
within limitations set for annual ex- 
penditures—very acceptable to every- 
one except nursing — they have to 
have everything at once or sooner. 
One nurse supervisor remarked, 
“Nursing needs are more important. 
Let other departments wait a year.” 


February 


Improvements under way. Medical 
supervisor angry because an emer- 
gency situation was cared for on sur- 


gical floor and her work was _ not 
started. Pediatrics supervisor sound- 
ed off because a piece of equipment 
much needed on a very busy and large 
ward was not given to her instead. 
Delegation of nurses called, said 
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central supply too small—if new de- 
partment could be set up to care fo 
all sterile supplies, instead of unit 
departments on the wards, we could 
save three nurses and four attendants. 
Sounded Cost: $25,000 
plus $13,000 for new equipment. 


reasonable, 


March 


Nurse delegation called again. Re- 
ported central supply was wonderful. 
Asked for six new employees to oper- 
ate it. Reminded them of the per- 
sonnel savings it was supposed to 
make. Seems none of the help who 
formerly worked in unit central sup- 
plies could be spared by the wards. 
Had to have six new employees or 
else. 

Two weeks later 

Nursing director complained of 
time lost by employees when they had 
to pick up supplies. Suggested mes- 
senger service throughout hospital 
would release three orderlies and give 
nurses more time for patients. Mes- 
senger service instituted. Wonderful 
idea. Orderlies still retained. Rea- 
son: wards so busy. 


April 


Nursing director went to national 
convention. Came back with new 
ideas 
presented plan for additional super- 


more supervision needed - 


visors, head nurses, assistant head 
nurses, and instructors. Plan sup- 
posed to effect more efficient nursing 
and save an amount equal to initial 
cost by releasing undertrained work- 
ers. Plan looks good on paper. Incor- 


Constant moving kept him financially insecure. 


porated in budget request. Adopted 


for reasons given. 
One week later 

Not enough workers. Supervisors 
too busy supervising. 


May 


Nursing department requested full 
time instructor to establish orienta- 
tion program for new employees and 
demonstrate the use of equipment. 


Granted, 
One week later 

Director of nurses reports nurses 
will quit if they don’t get a raise. 
One raise was granted four months 
ago. Nurses have had four raises in 
four years. This will be the fifth. 
Other departments had only two 
raises in same period. Position of 
administrator has not been considered 
for a raise in three years. No one to 
ask for him. Administrator hesitates 
to ask for himself as costs have in- 
creased so much, but realizes difficulty 
in getting nurses, so persuades the 
board to grant special increase to 
nursing personnel only. 


June 


Nurse supervisors under new plan 

now have two meetings per week 
instead of one, plus one with faculty. 
Doctors complain that they can’t find 
a nurse superviso1 always a meet- 
ing. Special discussion arranged by 
administrator with nurse executives. 
Asks why so many meetings. What 
do they accomplish? Why is overtime 
given to nurse supervisors for attend- 
Meetings necessary 


ance? Answer: 


(Continued on page 75) 
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SEMPRA 


INTERCHANGEABLE 
SYRINGES 


MEAN 


Superior Performance 


at no extra cost! 


Longer Lasting Ground Surfaces! Natural, or clear, 
glass has a wavy, uneven surface. Micro-precision 
gauging will indicate this condition. Precision grinding 
corrects it. And SEMPRA’s precision grinding sires 
smo-0-o-ther action between the interfaces of the barrel 
and plunger. 


Universally Interchangeable! The micro-precision 
grinding of SEMPRA INTERCHANGEABLE syringes make 
universal interchangeability possible. This feature is 
found only in SEMPRAs. 


Continued Interchangeability! Seven years’ field 
experience proves the longer SEMPRA's are used, the 
better they become—given reasonable care. Long 
service improves the ice-hard, silky-slick finish on barrel 
and plunger so that after years of service they still inter- 
change and still meet Federal specifications. 


Parallel Sides! Only parallel sides assure you free- 
dom from constriction. And parallel sides are possible 
only in a syringe where both barrel and plunger have 
ground glass surfaces. 


Longer Life! SEMPRA's ground glass surfaces are 
free of scratches, consequently alkalis, frequently pres- 
ent in sterilizing media, get no foothold to cause dan- 
gerous pits. 


Accurate Dosage! Because SEMPRA's are universally 
interchangeable, they conform to only one set of toler- 
ance specifications, therefore they're uniform in volume. 


For a trial, get a supply of 2cc SEMPRA’s on 
our money back guarantee. See for yourself 
why more hospitals each month are ordering 
SEMPRA’s, the original interchangeable syringe. 
From your dealer, or write direct. 
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URINE-SUGAR ANALYSIS at LOWER COST 


A Comparative Time-Cost Study with Denedict’s Solution and Clinitest® 


By C. Robert Egry, Professor of Industrial Engineering 


Notre Dame University 


HE increasing cost of routine laboratory tests is a 

matter of growing concern to hospital, doctor, and 
patient alike. Since these rising costs are at least partly 
attributable to the current hourly wage rates of labora- 
tory technologists, any means by which the technologist’s 
time factor can be reduced is important. 

Since one of the most frequently performed routine 
hospital tests is the urine-sugar determination, a time 
study was undertaken to determine the comparative costs 
of urine-sugar analyses with Benedict’s Solution and with 
Clinitest. No provision was made in either case for over- 
head charges, breakage, or other factors affecting expense 
of laboratory procedures, since these factors have no di- 
rect bearing on this comparative study. 


— METHODS USED 


The urine-sugar determinations were conducted in two 
hospitals. Procedures followed were typical of those rou- 
tinely employed in these and other laboratories. Personnel 
studied were experienced hospital technologists accustomed 
to performing urine-sugar analyses. Working conditions 
were normal at all times. 

Since simultaneous testing of several urine samples is 
customary, the analyses were performed in groups. Time 
figures for single tests were derived by dividing the time 
totals by the number of samples tested. 

The recording of each operation was done by means of 
a motion picture camera—a method used by the author in 
comparable studies for providing maximum accuracy. For 
timing purposes, an electric clock with a dial registering 
half-thousandths of a minute was set up within view of 
the camera. In this way, a permanent visual record of 
individual time elements for each phase of a procedure 
was obtained, as well as the total time required for the 
entire operation. 

With the aid of the motion pictures, each experiment 
was analyzed and extraneous time elements were dis- 
carded. Final time totals, therefore, represent only essen- 
tial steps in the tests performed. 


PROCEDURE 
Time study on the compounding and bottling of 
eight liters of Benedict’s Qualitative Reagent. 
The over-all time study covered two hours and 
45 minutes and involved 19 separate labor ele- 
ments. Analysis of the motion picture records 
shows that actual preparation time for eight 
liters of solution was 53.04 minutes. To this 
preparation time must be added the labor time 
involved in frequent re-filling of the 100 ce. 
filtrating cylinder with the prepared solution. 

The labor time involved in the preparation of 


Step I: 
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Benedict’s Solution for 100 tests was found to 
be 3.81 minutes. Material costs must of neces- 
sity be added for the correct cost of prepara- 
tion of Benedict’s Solution. 

Step II: Time study on the testing of 11 samples of urine 
using Benedict’s Qualitative Reagent. The time 
study involved eight elements and a total time 
of 9.168 minutes for the 11 tests or 0.8335 min- 
ute per test. To this time must be added the 
time invelved in the preparation of the solu- 
tion. 

Step III: Time study using Clinitest* Tablets for urine- 
sugar analysis. Eight tests were performed, 
Work space and all supplies were ready for 
this test without any preparation. There was 
no preparation time or cost involved in the 
study, since Clinitest is supplied as a reagent 
tablet ready for use. 

The time study involved 10 elements and a 
total time of 3.869 minutes for the eight tests or 

0.459 minute per test. 
*Manufactured by the Ames Company, Inc., Elkhart, Ind. 
COSTS 


With a knowledge of the respective times required to 


perform urine-sugar analysis with Benedict’s Solution 

and Clinitest, it is possible to compare the costs of the 

two methods. In computing costs for the two methods, 

it is first necessary to establish the cost of the materials 

used in preparing the Benedict’s Solution. Figures quoted 

(Table 1) are actual costs to the hospital for the supplies. 
(Continued on next page) 


TABLE |. 


COST OF MATERIALS USED IN PREPARING 
ONE LITER OF BENEDICT'S SOLUTION 


Cost of 
Material 


Copper Sulphate (0.614 oz. @ $1.25 per |b.) 4.8c 
Sodium Citrate (6.107 oz, @ $0.68 per |b.) 26.3¢ 


Sodium Carbonate (Monohydrated) 
(4.130 oz. @ $0.36 per |b.) 9.5c 


Distilled water (1 liter... 
Filter paper (1 @ $1.42 per box of 100) |.4¢ 


Total material cost for | liter (1,000 cc.) 
Benedict's Solution 44.5¢ 


estimated cost) 2.5¢ 


At 200 tests per liter (5 cc. per test . . . no allowance 
for waste) ... material cost per test .223¢ 


31 


| 
4 


URINE-SUGAR ANALYSIS continued 


In considering the cost of material per test for Clini- 
test, we need consider only the cost per tablet, since this 
reagent is delivered ready for use. The materials cost for 
Clinitest is based on a price of $1.80 for a bottle cf 250 
tablets, or a material cost of .720 cent per test. 

Labor costs necessarily vary according to the salaries 
paid technologists at individual institutions. Therefore, 
separate over-all cost totals were computed for hourly 
wages spanning the prevailing wage scale of $1.00 to $2.50 
per hour.* Comparative over-all costs, including both la- 
bor and materials charges for Benedict’s Solution and 
Clinitest, are summarized in Table 2. As can be seen 
from the table, labor costs involved in the preparation and 
subsequent handling of a stock solution of Benedict’s 
Qualitative Reagent varied from 0.06 cent to 0.16 cent 
per individual test, depending on the wage scale. No prep- 
aration costs were involved in the use of Clinitest tablets. 
Running costs, per test, ranged from 0.77 cent to 1.91 
cents with Clinitest, as compared with 1.39 cents to 3.48 
cents with Benedict’s Solution. 

It is readily seen that significantly lower running costs 
and avoidance of preparation costs with Clinitest more 
than offset the higher materials costs. Direct costs per 
test, based on material, preparation, and labor, are sig- 
nificantly lower for Clinitest than for Benedict’s Solution. 
These direct costs range from 1.49 cents to 2.63 cents for 
Clinitest and from 1.67 cents to 3.86 cents for Benedict’s 
Solution. The savings per urinalysis, using the Clinitest 
method, range from 0.18 cent to 1.23 cents. 


*Lab World 3:258 (November) 1952. 


TABLE 2. 


SUMMARY 
A time study was undertaken to determine the cost per 
test for urine-sugar analysis using Benedict’s Solution 
and Clinitest. 
(1) Urine-sugar analyses were performed under normal 
conditions by trained personnel in two hospitals. 
(2) The time required to prepare a stock solution of 
Benedict’s Qualitative Reagent and to carry out 
urinalyses with this reagent, and with Clinitest 
was recorded accurately. Motion picture films of 
the tests were analyzed and only those time ele- 
ments representing essential steps in the procedures 
were retained in the final totals. 
Time per individual test was calculated to be 
0.8335 minute with Benedict’s Solution and 0.459 
minute with Clinitest. 
Comparative over-all cost totals, calculated on the 
basis of cost of materials and time required for 
preparation of reagent and performance of urine- 
sugar analysis at varying current wage scales, 
showed savings with Clinitest of from 0.18 cent to 
1.23 cents per test. 


CONCLUSIONS 

Results of the tests show that Clinitest eliminates 
time-consuming preparation and handling of a stock test 
solution, and reduces the running time for urine-sugar 
analysis by about 50 percent. Lowered labor costs more 
than offset the cost per tablet. The use of Clinitest re- 
sulted in a saving of from 0.18 cent to 1.23 cents per test. 
*Jrine-suger analysis at lower cost is highly significvant 
when considered in terms of the !arge nu nber of urinalyses 
performed daily in the average hospital or laboratory, and 
the increasing labor costs involved in these tests. 


COMPARATIVE COSTS PER TEST (Labor and Materials Charges) 


BENEDICT’S SOLUTION 


Hourly Wage Preparation Preparation Running Running Material 
Wage Per Min. Time Cost-Labor Time Cost-Labor Cost 


$1.00 1.67c 038 Min. 06c 8335 1.39%¢ .223¢ 
1.25 2.08c 038 Min. 08c 8335 1.73¢ .223¢ 
1.50 2.50¢ 038 Min. 10c 8335 2.08c 
1.75 2.92¢ 038 Min. 8335 2.43¢ 
2.00 3.33¢ .038 Min. 13¢ 8335 2.78c¢ .223c 
2.25 3.75¢ Min. 8335 3.13¢ .223¢ 
2.50 4.17¢ .038 Min. 8335 3.48c .223¢ 


Savings 
usin 
CLINITEST CLINITEST 
$1.00 
1.25 : 1.68¢ 
1.50 1.87¢ 53¢ 
1.75 2.06c 70¢ 
2.00 i 2.25¢ 88c 
2.25 j 2.44¢ 1.05c 
2.50 2.63¢ 1.23c 
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Total 
1.67c 
: 
2.03¢ 
2.40c 
2.76¢ 
3.49¢ 
3.86c 
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e all controls face 
anesthetist 


e all controls outside 
the sterile field 


e sides of table free 


Full versatility of 
positioning is accomplished | 
by the seated anesthetist. 


The sexgical team is never 
disturBed) and is 
cot to.a minimum. 


“Compare and you'll 
cheose Shampaine! 


Write For Complete Information 
SHAMPAINE COMPANY, Dept. HT-7 


1920 South Jefferson Avenue 
MANUFACTURERS OF | St. Louis 4, Missouri 


A COMPLETE LINE . 
Please send me information on the Shampaine 
OF PHYSICIANS’ AND $-1502 Major Operating Table 
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Above: Samuel Gertner ([I.), executive director, and Gerald Lewis, 
member of the board and chairman of the planning committee, go 
over plans for the new private pavilion with Donald Smith and 
Irving Korach, consulting architects. 


Below: Ruth Myman, technician in the cardiographic unit, works at 
formica-topped table built by the hospital's engineer. Postgraduate 
course in electrocardiography is part of the hospital's educational 
program for the house staff and attending physicians. 


. . on Samuel Gertner 
Executive Director 
Mount Sinai Hospital 
Miami Beach, Fla. 


ROM hotel to wartime rehabilitation center to hospital 

has been the history of Mount Sinai. In its palm-tree 
setting, on two islands in Miami Bay, it still looks more 
like a hotel than a hospital. 

The hospital opened in December, 1949, after an inten- 
sive remodeling program. Executive Director Samuel 
Gertner was told he couldn’t get it open that soon, but 
with the cooperation of suppliers he did the impossible. 

Mount Sinai started with 100 beds, had expanded to 175 
in six months, and now has 258 beds and 50 bassinets. It 
hasn’t stopped growing yet. Plans are to add 60 addi- 
tional beds in a new private pavilion, which will be ex- 
panded to 300 acute beds in the new hospital. The present 
building then will be converted into a geriatric unit. 

Behind the main hospital lies a 110-foot swimming pool, 
used by the staff and by patients in the physical medicine 
department, which faces on the pool. A building nearby 
houses the hospital’s research unit, including animal 
quarters. 

The initial cost for turning the old structure into a 
modern hospital was only $900,000, including cost of 
equipment. The only things the Army left in the building 
were nurses’ signal cords and an old generator, which is 
still used as an auxiliary. 

Being a relative newcomer among hospitals in the area 
hasn’t kept Mount Sinai from taking the lead in intro- 
ducing new concepts. It was the first hospital in Miami 
to have a separate obstetrical floor and a recovery room. 
Its well-organized central supply department (see page 
78) has a supervisor who has devised many short-cuts to 
save time and money. 

Two years after the hospital opened, it was approved 
for intern and residency training programs, and started 
a research program, an outpatient unit, and a school of 

(Continued on page 36) 
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Above: Outside phones for doctors’ use are 
located in convenient nook under stairway 
near patient area, so that physicians don't 
have to use public phones. 


At right: Adam Harackiewicz, orderly, re- 
turns book to book box found on every 
floor. Books are taken to rooms in carts by 
auxiliary members. 


Above: Celeste Teplin, R.N., in charge of the postpartum maternity 
floor from 3-I1 p.m., and Marcella St, Pierre, R.N., staff nurse, 
trying card in simplified patient chart holder. Plastic cement is used 
to glue the holder onto the end of the bed. 


At right: Mrs. Pauline Delman, clerk in chest x-ray unit (office at 
right), which is conveniently located next to the admitting depart- 
ment, where patient can be seen in waiting room. Every hospital 
employee and city employee and every patient on admission or dis- 
charge (if he comes in on emergency) goes through the chest unit. 


Approaching main hospital building 
from the rear, on palm-shadowed walk 
coming from swimming pool and physical 
medicine department. 


Margaret Dodds, medical record li- 
brarian, with the ‘Mount Sinai Handi- 
cap, chart adapted from horse racing 
game and used in record room to show 
how individual physicians stand on 
records. Idea behind graphic presen- 
tation is “hospital is handicapped when 
records are behind." 
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Above, left: Kitchen employee uses spray devised to pre-rinse all 
dishes with hot water before they are put into the dishwasher. At 
right: Virginia Gonzalez, x-ray technician, with plate holders and 


TOPICS GOES CALLING continued 

practical nursing. An active women’s auxiliary subsidizes 
the school—at $24,500 a year—with money earned in the 
snack bar and gift shop. 

The hospital began a team nursing program last fall 
and holds workshops twice a month to improve the pro- 
gram’s effectiveness. Mount Sinai’s postgraduate work 
in electrocardiography and annual seminar are approved 
by the American Medical Association. 

Patient care is uppermost in the mind of every staff 


Contest Draws Big Response 


Over a year ago Mount Sinai launched its ‘Observe and Couserve” 
contest, to get employees to observe and report hazardous conditions, 
and to make them conscious of ways in which they could conserve 
money, materials, time, effort, or anything connected with their jobs. 
The board of trustees offered cash prizes of $15, $10, and $5 for the 
best suggestions, and the contest started with the showing of films 
on safety, conservation, and public relations to all employees. So 


handy storage shelves built by the hospital engineer. Besides being 
practical, the light wood shelves are an attractive addition to the 
department. 


member—and patients are convinced that the administra- 
tion takes a personal interest in them when they see Mi. 
Gertner and his assistant, Samuel Zivit, making daily 
visits to floors. 

Mount Sinai has many loyal supporters. Te help make 
up a deficit of between $275,000 and $300,000, the hospital 
recently held a “Jubilee Night of Stars,’ featuring the- 
atrical celebrities, and grossed $145,000, with a net of 
$138,000. An additional $125,000 from the Greater Miami 
Jewish Federation practically wiped out the deficit. 


enthusiastic was employee response that the board established a 
permanent $5 monthly prize for useful, practical suggestions, with 
2@ $50 defense bond prize to be awarded annually for the most 
outstanding suggestion of the year. In picture below, Norma 
Ederer, personnel director, points out names on the "Observe and 
Conserve" honor roll to Samuel Zivit, the hospital's assistant 
director. A silver star placed after a name indicates an additional 
prize won by the same employee. Suggestion box is in front of 
bulletin board, just outside employee cafeteria. 


Below: Mrs. Dorothy Peoples, registered 
medical librarian, with well-arranged dis- 
play of current pamphlets. Wall paper in 
library simulates book binding material. 
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” BY LOUIS BLOCK, Dr. P. H. 


Solving the Rate Problem 


@ A major consideration in the problem of hospital finance 
is how to obtain an equitable distribution between the 
sources of income needed to cover the costs of hospital 
care. This involves the problem of hospital rates or 
charges. 

Hospitals have been accused of having a rate structure 
that has grown like “Topsy’—with no apparent reason 
and with no relationship to good business procedure. This 
is not necessarily true. Despite the fact that hospitals 
have been unbusinesslike in their methods of establishing 
rates, their past experiences have been the deciding factor. 

From a business point of view, hospitals have been defi- 
cient in their manner of determining rates because these 
rates have not been based on the costs of services rendered. 
There are many factors that relate to the question of 
hospital rates. Some are tangible; others are not. 

The tradition of hospital growth in this country is that 
of a nonprofit social organization with deficits being under- 
written by gifts and endowments. This tradition has cre- 
ated a rate structure that in ordinary business would lead 
to insolvency. With decreasing endowments, hospitals 
were placed in a position of having to alter their rate 
structures in order to keep their doors open. They had to 
find ways of getting more and more of their support from 
the people who were using their facilities. 

This meant a more businesslike approach to the question 
of hospital financing. But tradition is hard to change. 
The idea of charity or free service has never been aban- 
doned by the hospitals in this country. Its scope, however, 
has been limited and modified. 

With the use of the hospital by more and more people 
and with its services being made available to all economic 
levels, today’s experience shows that approximately nine- 
tenths of general hospital income comes directly from or 
in behalf of patients. This raises the question of the 
equity of charges to those using the services. 

Studies have been made and hospitals have been found 
to be lacking in knowledge as to operating costs upon 
which to base a logical approach to the establishment of 
a rate structure. Although much advance has been made, 
it is still true that hospital charges bear little relation 
to the cost of services provided. 

These studies have further emphasized that: 

1. Private and semi-private patients are paying rates 
above the cost of services they are getting. 

2. Agencies responsible for certain population groups 
are not paying the full cost of services to these patients. 

3. Ward patients pay less than the cost of their services. 

4. Definite inequities exist in rates which patients pay 
for routine and special services. 
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These statements are unquestionably true. Hospitals 
have increased their rates much more rapidly for special 
services than for routine services. In fact, charges for 
special services are way out of line with their costs. The 
reverse is true of routine services. For several reasons, 
hospitals have been reluctant to raise these charges to a 
point where they meet the cost. This routine service rate 
is usually the rate quoted for service when a_ patient 
makes inquiry. It is uniform within the accommodation 
class. It is too often compared with hotel service and 
this brings on comparisons which are unjust and inac- 
curate. However, it is a service that the patient under- 
stands. 

Special services are newer in development and still 
carry an aura of mystery to the patient. They are like 
the doctor’s prescription—necessary, but understandable 
only to a comparative few. Rate increases in the special 
service area have, therefore, brought less objections. 

Despite these facts, it is generally recognized that until 
hospital administration incorporates a sound, uniform ac- 
counting and statistical system whereby accurate costs 
can be determined, the establishment of rates on the basis 
of costs is impossible, 

It is of interest to those responsible for providing hos- 
pital care, and those receiving such care, to know some- 
thing of what has been happening to the rate structure 
in hospitals. 

Basically, there are three kinds of rates in general use 
in hospitals—inclusive rates, partially inclusive rates, and 
separate rates for each unit of service. 


The Inclusive Rate 


The inclusive rate for hospital service is a single daily 
rate charged for all services furnished to patients on a 
consistent and uniform basis, without regard to actual 
service provided. The only basic variations that occur 
arise from differences in length of stay and type of accom- 
modation. The application of this type of rate structure 
is based on a share-the-hazard principle similar to that 
used by insurance companies, public utilities, and even 
group hospitalization plans. 

This type of rate structure has the following advan- 
tages to the patient and to the physician as well as to 
the hospital: 

1. A complete understanding between patient, physician 
and hospital on the matter of charges for care. 

2. The removal of friction over a long list of annoying 
minor charges which are frequently difficult to interpret. 

3. A tendency to encourage a thorough diagnosis, since 
patients are not denied necessary services through their 
own or their physician’s desire to keep the bill down. 

4. Saving valuable time of hospital personnel by elim- 
inating work accompanying charge memoranda and book- 
keeping. 

5. Facilitating the matter of adjusting rates to costs. 

6. Reducing, and even eliminating, complaints regard- 
ing “extras.” 

The disadvantages associated with this type 
structure are: 

1. Increased use, or abuse, of special services. 

2. Impossibility of measuring financial effect of work 
performed by the various special service departments. 

3. Increased cost of special service departments because 
of increased volume of work. 

4. Interference with contract arrangements with radiol- 
ogists and pathologists. 

5. Patients’ objections to paying for “someone else’s 
bill.” 

(Continued on page 80) 
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Review of Hospital Law Suits 


By Leo Parker, Attorney at Law 


@ A hospital official asked these questions: “How can a 
hospital disprove allegation of a patient that he was 
injured through negligence of hospital attendants? Is 
a hospital liable in damages to a patient who injures him- 
self because a nurse did not assist him to a toilet or 
allowed the patient to wait on himself? What safety de- 
vices are necessary to protect a bedfast patient?” 

Briefly the law is as follows: A hospital may be liable 
in damages for injuries to a patient only if the patient 
proves that a hospital employee did something in the treat- 
ment of his patient which the recognized standard of 
medical practice in his community forbids in such cases, 
or the employee must have neglected to do something re- 
quired by that standard. Negligence on the part of the 
physician or surgeon or employee by reason of his de- 
parture from the recognized standard of practice must be 
established by medical testimony. 

In other words the higher courts hold that hospitals 
owe to their patients such ordinary care and attention 
as the mental and physical condition of such patients 
reasonably requires. The law demands reasonable care, 
such care as a reasonable man would take under the 
circumstances existing; but no man is required to take 
measures against a danger which the circumstances as 
known to him do not suggest as likely to happen. 

Recently a higher court rendered an outstanding deci- 
sion which clearly illustrates the law of non-negligence. 

For example, in Cochran vs. Harrison Memorial Hos- 
pital, 254 Pac. (2d) 752, the testimony showed facts as 
follows: A woman named Cochran was an 80-year-old 
widow, when she suffered a slight stroke, When Dr. Whit- 
acre arrived at her home he found that she had suffered 
a paralysis of the left side of the face which prevented 
her from swallowing. She had control over both her arms 
and legs. Because of Cochran’s inability to swallow or 
take nourishment through the mouth Dr. Whitacre de- 
cided she should be taken to the hospital where she could 
be given proper care. Dr. Whitacre ordered an injection 
of two grains of sodium luminal shortly after admittance 
along with an intravenous injection of glucose and saline 
solution. He further prescribed additional doses of two 
grains of sodium luminal at 9 p.m. and again at 2 a.m. 
These instructions were placed on the patient’s hospital 
chart. 

At 6 a.m, the following morning Cochran was awakened 
by a practical nurse, employed by the hospital, who had 
come on duty at 11 p.m. the previous night. The nurse 
placed a wash basin at the right of Cochran’s bed, told 
her to wash and left the room. Cochran sat up, swung 
both her legs over the side of the bed and reached for 
the basin. In so doing she slipped off the edge of the bed 
and fell to the floor. She then screamed for help and four 
nurses answered her call and lifted her back into bed. 
As a result of the fall Cochran suffered an intertrochar- 
teric fracture of the left hip. The fracture did not heal 
properly after it was set the first time and it was neces- 
sary to correct the non-union of the fracture with a 
bone grafting operation. 

Cochran sued the hospital and its employees for heavy 
damages. She alleged that the hospital was guilty of sev- 
eral different negligent acts: (1) that the hospital negli- 
gently failed to furnish appellant with a bed equipped 


with bed rails; (2) that the nurse negligently failed to 
install bed rails; and (3) that the nurse negligently 
ordered Cochran to wash and left her unattended though 
she should have known the patient was paralyzed, help- 
less, and unable to comprehend or communicate with others. 

It is interesting to observe that the higher court refused 
to hold the hospital liable in damages to Cochran, and said: 

“The evidence showed that the bed in which she (Coch- 
ran) was confined was not equipped with bed rails at 
any time prior to her accident, This in itself is not proof 
of negligence. There must be proof that appellant (Coch- 
ran) was in a helpless condition which was known to 
the nurse and the hospital and that reasonable care under 
such circumstances required the installation of bed rails.” 

With respect to the nurse failing to assist in washing 
Cochran, the higher court said: 

“The third ground of negligence stated above was that 
the nurse did not exercise reasonable care when she placed 
the wash basin back of appellant’s (Cochran’s) bed and 
instructed her to wash and then left her unattended. 
Appellant (Cochran) produced no testimony to the effect 
that the standard of ordinary care and attention required 
of the nurse and hospital under the circumstances of this 
"ase Was not met because the nurse placed a wash basin 
in a position which was inconvenient to reach.” 

Also, Cochran contended that the doctors were negli- 
gent because she was given two grains of sodium luminal 
when she was admitted to the hospital at noon on Saturday 
and similar doses at 9 p.m. and 2 a.m. In this respect the 
court said: 

“Not only is there no testimony that appellant (Coch- 
ran) was affected by this drug at the time of her accident 
but her own testimony indicates that at that time she 
was alert and was filly aware of what was taking place. 
She testified that she did not roll out of the bed but 
swung her legs over the side and slid off.” 

WHAT IS A DRUG? 

A reader stated his problem substantially, as follows: 
“We have in our state and city certain restrictive laws 
on drugs and sellers of drugs. What is the legal definition 
of the word ‘drug’ ?” 


Fortunately, I located a higher court case decided only 
last month which clearly answers this reader’s question. 

In Wrigley v. Michigan Board of Pharmacy, 59 N.W. 
(2d) 8, the testimony showed that a state law was passed 
which broadly restricted the sale of “drugs” only in stores 
in charge of pharmacists registered under the state phar- 
macy act. 

The state held that ordinary stores, without a pharma- 
cist in charge, could not sell items, as follows: aspirin, 
rubbing or isopropyl alcohol, milk of magnesia, boric acid, 
tincture of iodine, peroxide of hydrogen, oil of winter- 
green, witch hazel, mineral oil, camphorated oil, mustard 
powders, American oil, cod liver oil, epsom salts, citrate 
of magnesia, Ex-Lax, Feenamint, Vaseline, petroleum jel- 
lies, alum, sweet oil, liniment, spices, cream of tartar and 
Lysol. 

The higher court rendered a decision holding that any 
store can sell these various items. In this respect, the 


higher court said: 
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“The evidence shows beyond dispute that many of these 
preparations have non-medical as well as medical uses 
and are packaged by the manufacturers with directions 
printed for ordinary domestic purposes as well as for med- 
ical purposes. The law imposes no requirement upon the 
clerks in drug stores to open or analyze the contents of 
the packages they sell, and the court can see no greater 
evil in the sale to the public of such articles by a clerk.” 


LIABLE FOR ANY DAMAGE 

An important point of established law is that if negli- 
gence of a hospital employe causes any loss the hospital 
is liable in damages. This is so although the injured per- 
son has insurance. 

For example, in Rochester American Insurance Com- 
pany v. Plumber, 46 N.W. (2d) 765, the testimony showed 
that the owner of a warehouse held a fire insurance pol- 
icy. A corporation had in its employ a man named White 
whose duty was disposing of the weekly accumulation cf 
waste paper which was dumped each day from waste 
baskets into cartons. This he did by burning it in a steel 
drum from which one end had been cut. 

One morning White placed the drum about thirty feet 
from the warehouse, dumped the contents of the carton 
into the drum and lit them. White did not carefully watch 
the fire and a spark ignited combustible material near 
the warehouse. The warehouse burned and destroyed valu- 
able merchandise stored therein. The insurance company 
paid the loss to the owner of the warehouse, and then sued 
the corporation for the full amount paid the owner. 

The higher court decided that White’s negligence caused 
the fire and therefore held the corporation liable to the 
insurance company. The court said: 

“Bonfires, discarded matches and cigarette butts are 
recognized among the greatest causes of fire today. The 
jury had a right to assume that the defendant’s (corpora- 
tion) employe should reasonably anticipate that fire might 
travel through dead grass toward the building. We con- 
clude that the evidence is sufficient to support the finding 
of the jury that defendant’s employe was negligent.” 


MUST ACCEPT COMPENSATION 

According to a late higher court decision, if an injured 
employe is protected by his employer under the State 
Workmen’s Compensation Act, the employe cannot re- 
cover damages from a physician whose negligence aggra- 
vated the injury. 

For example, in Hayes v. Marshall Company, 115 N.BE. 
(2d) 99, it was shown that Dr. Mulder was employed by 
a company as a staff physician in its medical department 
receiving an hourly rate compensation. His duties con- 
sisted of rendering first aid medical services to injured 
employes of the company. 

While an employe named Hayes was at work he passed 
a woman in a janitress’ outfit who was waving a duster 
over her head. Shortly afterwards Hayes felt something 
in his eye, and he went to Dr. Mulder’s office for treat- 
ment. Dr. Mulder started to explore his right eye with a 
metal instrument when suddenly something pierced the 
eye. As a result he lost the sight of the eye. Hayes sued 
Dr. Mulder for heavy damages. 


The higher court refused to hold the doctor liable, say- 
ing: 

“We think it clear that plaintiff (Hayes) injury was 
compensable under the Illinois Workmen’s Compensation 
Act. No common law or statutory right to recover dam- 
ages for injury or death sustained by any employe while 
engaged in the line of his duty as such employe, other than 
the compensation herein provided, shall be available to 
any employe who is covered by the provisions of this Act.” 
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-COURT MUST DECIDE 
Recently, a higher court held that a person committed 
to a hospital for insanity cannot be released except by 


order of a court. 

For illustration, in Boehme, 255 S.W. (2d) 206, it was 
shown that a jury found one Boehme insane. He was 
committed to the custody of the sheriff and committed 
first to the Veterans Hospital and, thereafter, to the State 
Hospital. The superintendent of the hospital notified the 
criminal court in writing that Boehme was now of sound 
mind and knew the difference between right and wrong. 
Then Boehme filed a habeas corpus proceeding. 

However, the court was lawfully restrained pending a 
trial on the issue whether he had recovered sanity, and 
that he could not be released merely on the recommenda- 
tion of the hospital Superintendent. The court said: 

“Relator (Boehme) is lawfully restrained by the hos- 
pital authorities and must be so restrained until released 
to Criminal District Court for trial of the issue as to 


whether or not he has become sane. 


KNOW THE LAW 
Very frequently a hospital is held liable for automobile 
collision damage simply because the driver was violating 


a state law or city ordinance when the collision occurred. 
Knowledge of the law will assist drivers to avoid damage 
liability. 

For example, in Hollabaugh v. Standard, 41 So. (2d) 
212, it was shown that a state law provides that the driver 
of a vehicle shall not, under any circumstances, overtake 
or pass another vehicle traveling in the same direction at 
any street intersection, unless permitted to do so by a 
traffic or police officer. 

The testimony showed that on a clear summer night a 
truck and ambulance were traveling in the same direction. 
A collision took place as the truck driver was starting a 
left turn at an intersection when the ambulance was over- 
taking and attempting to pass the truck. The hospital 
owner of the ambulance sued the truck owner to recover 
$474.09, the damage caused the ambulance, 

During the trial the truck driver proved that the ambu- 
lance driver was violating the above mentioned state law. 
Therefore, the higher court held the hospital responsible 
for the collision and the truck owner not liable. The 
court said: 

“Primarily, it seems evident from the circumstances 
and conditions surrounding the accident that, if the ambu- 
lance driver had used caution, he would have refrained 
from attempting to pass it at the intersection in direct 
violation of the law.” 


HUNDREDS OF !NSTITUTIONS NOW USE THE JAYNE BRYANT 


SAFETY CHECK BLANKET 


Sanforized canvas, 
launders easily. Ties 
securely to movable 
frame of hospital bed 
by ropes which pass 
through grommets 
spaced at eight-inch 
intervals. 75-inch zip- 
per down center for 
quick access to pa- 
tient. Additional zip- 
per 30 inches long on 
either side of center 
zipper gives further ac- 
cessibility. Two more 
openings permit pa 
tient’s arms to be free 
when desirable. Zip 
pers are strain-resist 
ant and can be locked. 
Write, wire or phone. 


JAYNE BRYANT SAFETY CHECK BLANKET 
7610 S. EGGLESTON, CHICAGO 20, ILL. 


Box HT 54 STewart 3-0140 
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TRADE TOPICS... 


McNeil Labs Appoint 

Leininger General Counsel 

Robert L. Leininger has been ap- 

pointed general counsel, McNeil Labo- 
ratories, Inc., 
Philadelphia. Mr. 
Leininger has al- 
so been named to 
the executive com- 
mittee. He has 
been associated 
with McNeil Lab- 
oratories since 
1951 and previ- 
ously held the po- 
sition of assistant 
secretary. 


Break Ground for New 

Wyeth Laboratories 

Ground was broken recently for the 
new multi-million dollar Wyeth Labo- 
ratories headquarters building in Rad- 
nor Township, twelve miles west of 
Philadelphia. 

Scheduled for completion in July, 
1955, the building will house the com- 
pany’s executive and sales offices and 
research laboratories. 


Spencer Becomes Director 

of George A. Breon Co. 
Frederick O. S. Spencer, vice presi- 
dent in charge of sales, has been 
elected director of George A. Breon & 
Co. Mr. Spencer has been associated 
with Breon and affiliated organiza- 
tions in the drug industry since 1938. 


Parke, Davis Establishes 

South African Branch 
Establishment of a South Africa 
branch, located in Johannesburg, re- 
cently was announced by Parke, Davis 
& Co. 

E. H. Lambert, who has served 
more than 28 years with Parke, Davis 
in Great Britain is the new branch’s 
general manager. 


Garvin Joins Borden’s 

Sales Promotion Staff 

Frank C. Garvin has joined the 
Borden Prescription Products 
Division as sales promotion manager. 
He was formerly director of sales de- 
velopment for Wyeth Laboratories, 
Philadelphia. 


Co.’s 


Submit Proposal to 
Merge Companies 
The boards of directors of Mathieson 
Chemical Corp. and Olin Industries, 
Inc. voted unanimously to submit to 
their stockholders a proposal to merge 
the two companies. 

The name of the new company will 
be Olin Mathieson Chemical Corp. 
Following the merger Mr. Olin will 


become chairman of the board and 
Mr. Nichols will become president. 


Three Will Ross Salesmen 
Become District Managers 
Three Will Ross, Inc. salesmen have 
been promoted to district managers. 

Robert E. Jones, Detroit, has been 
appointed central district manager; 
Richard G. Beedon, Rochester, N. Y., 
manager of the Northeastern District, 
and A. S. Murrah, Jr., Atlanta, mana- 
ger of the Southeastern district. 


Jackson to Manage Abbott's 
Memphis Branch 

William C. Jackson will be manager 
of Abbott Laboratories’ newly opened 
branch sales office and distribution 
warehouse in Memphis. Mr. Jackson 
has been with Abbott since 1935. 


Mallinckrodt Names Kuehne 
Chicago District Manager 
E. Richard (Dick) Kuehne, Lincoln- 
wood, Ill., has been named Chicago 
district sales man- 
ager for Mallin- 
ckrodt Chemical 
Works, St, Louis. 
He formerly was 
assistant district 
sales manager. 
As Chicago dis- 
trict sales mana- 
ger, Mr. Kuehne 
: will be in charge 
OF sales acuvities in Chicago and sur- 
rounding area, Milwaukee and Madi- 
son, Wis., and Iowa. This is part of 
the territory formerly supervised by 
regional sales manager, Walter R. 
Nay, who died April 6. 


Lilly Names Clark 

Special Staff Associate 

Roscoe C. Clark has been named spe- 
cial staff associate in the plant com- 
munications and public relations di- 
vision of Eli Lilly and Company. Mr. 
Clark has been with the company 30 
years. 

William C. Murphy, head of Lilly’s 
maintenance and production incen- 
tives department, becomes manager of 
public relations. 


Paul Gerden Appointed 
General Counsel 
Paul Gerden has been named general 
counsel of Abbott Laboratories. He 
has been a member of Abbott’s legal 
department since 1949, and has been 
general attorney and assistant secre- 
tary of the company since 1951. 
George H. Berryman, M.D., clinical 
assistant professor of medicine, Uni- 
versity of Illinois, and author of nu- 
merous articles on nutrition and bio- 


chemistry, has been named head of 
clinical investigation at Abbott Labo- 
ratories, He will be responsible for 
the company’s cooperation with mem- 
bers of the medical profession who 
pioneer the use of new drugs and 
pharmaceuticals introduced by Ab- 
bott. 


K-G Equipment Appoints 

Florida Distributor 

Anderson Surgical Supply Ce., of St. 
Petersburg, Tampa and Jacksonville, 
Fla., has recently been appointed 
authorized distributor for The K-G 
uquipment Co. line of oxygen thera- 
py regulators for the entire state of 
Florida. 


Prescott Named District 

Sales Representative 

Edward Prescott, formerly Propper 
Manufacturing Co.’s New York City 
representative, has been named that 
company’s district sales representa- 
tive to hospital and surgical supply 
dealers in the southeastern United 
States. 


Seating, Inc. Announces 

Two New Appointments 

Seating, Inc. has announced the ap- 
pointment of W. C. Westberg, for- 
merly the company’s assistant sales 
manager, as sales manager; and 
Woodrow Wilson, plant manager, as 
treasurer. Mr. Wilson will continue 
as plant manager in addition to his 
new duties. 


General Manager Named 

for Two Colson Plants 

L. L. Reed has been named general 
manager of the Albion, Mich. and 
Somerville, Mass. plants of the Colson 
Corp., Elyria, Ohio. 

These plants formerly were owned 
by the Service Caster and Truck 
Corp., assets of which recently were 
acquired by Colson. 


Appoint New Contract Sales 
Manager for Fresh‘nd-Aire 
Frank C. Power has been appointed 
contract division sales manager for 
the 1954 line of 
Fresh’nd-Aire 
“electromagnetic” 
push-button auto- 
matic room air 
conditioners. 
Fresh’nd-Aire Co. 
is a division of 
the Cory Corp. 
Prior to taking 
his new post, Mr. 
7 Power was Chi- 
cago branch sales manager for Necchi 
Sewing Machine Sales Corp. and a 
member of that firm’s sales staff in 
Southern California. In his new ¢a- 
pacity he will headquarter at Cory 
Corp.’s executive offices in Chicago. 
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@ SEVERAL YEARS AGO, you—doctors, adminis- 
trators, nurses—began asking us for a larger baby 
incubator, an incubator with Hand-holes; with a 
nebulizer; with an adjustable bed; and other special 
features. 


After several years of experimental ‘‘cut and try” incubator—not even in price. 


and meticulous engineering. we finally de- h 
termined that the Armstrong Deluxe Model H-H 


Baby Incubator was just about what you wanted. 


point by point—you'll soon see the complete 
Just a few months ago, we told you about it. You originality of its design. 


liked it because actually you did most of the 


designing. Years ago—when we introduced our first Baby 


Incubator, The Armstrong X-4—we went all out 


You liked the price, too. But the low price was for simplicity, safety and low price. Twelve years 


veletiialaas later we still believe that building the type of 


The Armstrong Deluxe Model H-H Baby equipment you want and selling a lot of it at a 
Incubator doesn’t “copy nor imitate’ ANY other low price, is good business for all of us. 


THE GORDON ARMSTRONG COMPANY, INC. 


complete details 
of the Armstrong Division FF-1 Bulkley Building, Cleveland 15, Ohio 
DeLuxe Model H-H . Distributed in Canada by Ingram & Bell, Ltd. 


Incubator, write us. Toronto + Montreal + Winnipeg + Calgary + Vancouver 
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Staff in Nebraska Hospital’s Premature Unit 
Studying Infants’ Physical, Mental Growth 


@ To contribute to the reduction of the mortality and 
morbidity of the immature and premature infant, the 
University of Nebraska Hospital constructed its prema- 
ture nursery unit. Reports from similar units in opera- 
tion in other states made officials feel the additional 
efforts and costs of maintaining such a unit were worth- 
while. 

The mortality record of prematures in Nebraska, say 
University Hospital officials, approximates the national 
average. No figures can be obtained on morbidity rates. 
Handicaps that follow anoxia are not reported. Even at 
the University Hospital, it has been impossible to get 
a satisfactory follow-up of these infants, largely because 
of the nature of the clientele. 

A long-range study now is being made to keep special 
records of the premature infants and their progress in 
physical anda mental development. Officials hope that when 
the study is completed they will have a better under- 
standing of this group. 

The unit can accommodate 14 infants. There are two 
cubicles for observation and two for isolation. When pre- 
mature babies are admitted from outside the hospital, 
they are observed for three days to be sure no infection 
is present before they are put into the premature nursery. 
Thus far, however, the patients have come largely from 
the premature infants born at the University Hospital. 

The normal newborn nursery can accommodate 20 in- 
fants, 10 in each of two rooms. Four spaces are available 
for observation. An infant delivered outside the hospital 
is observed for three days, and, if a contagious disease 
is present, it is placed in the pediatrics wing, Otherwise, 
it can be moved into the normal nursery. 

Each cubicle has piped-in oxygen. At the present time, 
compressed air inlets also are being installed, to make 
available the necessary high humidity and the proper 
amount of oxygen. Formerly, in order to obtain high 
humidity, there was the danger that too great a con- 
centration of oxygen might result. 

Both the normal newborn nursery and the premature 
unit are air-conditioned. 

Average hospital stay for a premature baby is approxi- 
mately one and one-half months. During this time, close, 
continuing observation is kept on each baby. Prematures 
are always fed by nurses, either by tube in the incubator 
or by bottle. Thus, individual attention by staff members 
gives each infant a sense of security in the absence of 
its mother. 

Each baby is given a complete physical examination 
after delivery and is then checked daily by a pediatrics 
resident. When it reaches a weight of five and one-half 
pounds, it is given a final examination and released if in 
good health. 

Recognizing that the expense of care is burdensome for 
a family with a fair income and perhaps catastrophic 
for one with a modest income, the board of regents of 
the University of Nebraska recently authorized the ad- 
mission of premature infants from families whose phy- 
sicians deemed it justifiable. Self-supporting families are 
expected to reimburse the hospital for part of the cost 
of care, the amount varying with ability to pay. The in- 
fant may be referred to any pediatrician on the univer- 

(Continued on page 44) 


Looking from the entrance into the nursery section. The normal 
nursery is on the left; the premature nursery on the right. 
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Top: Nurse holding baby in one of the observation cubicles of 
the University of Nebraska's premature nursery. There are two 
cubicles for observation and two for isolation. 


Below is floor plan for the normal and premature nursery. 
At right is shown the layout of the observation nursery. 
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Above: A nurse tends to an infant in one of the 20 cubicles of the 


normal newborn nursery. 


Below: Three infants are shown in separate cubicles of one corner 


of the premature nursery. Oxygen inlets are on the right-hand wall. 


SECTION continued 

sity faculty for care, or, if the family expresses no choice, 
the infant will be cared for by the pediatrician then on 
duty. 

While the unit’s primary function is to supply specialized 
care for premature and immature infants in the state, 
another important function is the provision of clinical 
facilities for training medical and nursing personnel who 
ultimately will practice in Nebraska. Until the unit was 
opened, it was impossible to do satisfactory bedside teach- 
ing in this field. The new nursery was planned for giv- 
ing practical bedside instruction to students and nurses, 
similar to that generally featured on other wards. 

The floor plan on page 42 shows the arrangement 
of the premature unit as separated from the regular 
nursery, which at the present time is fully utilized in the 
clinical clerk program. With an increase in the census 
of prematures, students will be able to study more care- 
fully the nature and care of the premature infant. 

Staff conferences now are held with small student groups 
to teach the importance of evaluating the physiology and 
the methods of handling premature infants. In addition, 
each baby is assigned to a junior medical student who 
follows his progress until dismissal. 

Besides the pediatric resident on service, the nursery 
is under the supervision of a full-time instructor in pedi- 
atrics and a full-time nurse, both of whom have had spe- 
cial training in the care of the premature infant. 
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ACTH, Cortisone Fail to Prevent Erythroblastosis 


(Abstract of a paper presented at the Tri-State Nurse 
Anesthetists’ Assembly, Chicago, May 3-5, 1954.) 


R. R. Margulis, M.D., Henry Ford Hospital, Detroit — 
Sixteen patients received ACTH and/or cortisone during 
their pregnancy. The criteria for their selection were a 
bad obstetrical history due to losses from erythroblastosis 
fetalis, previous pregnancies with babies affected with 
erythroblastosis fetalis, or a rising Rh. antibody titer. 

Prior to the initiation of hormone therapy, patients 
were admitted to the hospital to obtain base values of 
various antibodies and electrolyte determination. To de- 
termine the responsiveness of the adrenal cortex, a Thorn 
test was performed. But for the first six patients, the 
intravenous modification of the Thorn test was done, 
since this modification proved to be more reliable in preg- 
nancy. A complete ABO, Rh and MN genotype was made 
on both husband and wife. Base line values were obtained 
from Serum Na, K Cl, fasting blood sugar, blood pressure, 
and body weight. Rh, antibody titers were tested in saline, 
beef albumin, and AB serum. Indirect Coombs tests were 
performed at frequent intervals during pregnancy. 

Each patient was carefully supervised in the prenatal 
clinic from the appearance of albuminuria, excessive 
weight gain, edema, and hypertension. 

Thirteen of the 16 patients received ACTH, one received 
cortisone and two received both cortisone and ACTH. 
ACTH used in this study was either short-lasting or of 
the long-lasting type which was dissolved in a gel depot 
solution (Adactar 32, or ACTHARGEL) or in polyviny! 
pirolidone. 

These drugs were administered intramuscularly in 
divided doses, or once daily. The short-acting water soluble 
preparation of ACTH was occasionally used intravenously. 
Cortisone was used either intramuscularly or orally. 

Generally the doses varied between 75 U to 100 U of 
ACTH or the same amounts in milligrams of cortisone 
given three to seven times weekly. Many patients were 
started on a low dosage which was gradually increased 
to 100 mg. or units daily. 

The shortest period of hormonal administration was 
three days prior to delivery, during which time 3C0 units 
of ACTH were given. The longest series of injections was 
over a period of six months and 10 days. The largest 
amount given was 8,350 units of ACTH and 6,560 mg. 
of cortisone. 
RESULTS 

The antibody titers were depressed in 13 of the 16 
patients treated with ACTH and/or cortisone. In three 
patients, we were unable to decrease the titer to zero 
level despite the increased amount of the hormone used. 

The Coombs test was strongly positive in 15 patients 
before the hormones were administered. During the hor- 
monal therapy the test was altered to a negative or equi- 
vocal one in seven patients. We believe that the height of 
the titer is not correlated to the severity of the erythro- 
blastotiec process. This presumption proved true in the 
cases under discussion, since two patients with low titers 
gave birth to premature hydropic infants. 

Eleven patients were delivered of live babies, and five 
had stillborn infants. Of the former, two were delivered 
prematurely after a spontaneous onset of labor. Of the 
stillborn infants, two demonstrated hydropic changes. 
All the stillbirths were premature at seven, seven and 
one-half and eight months of gestation. 

Of the 11 viable babies, three were Rh-negative at 
birth; one, when retyped routinely in three months, proved 
to be Rh-positive. Excluding the two Rh-negative in- 
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fants, all others were affected with erythroblastosis fetalis 
ranging from very mild in three to moderately severe in 
six. 

Five of these infants were given exchange transfusions. 
One had a simple blood transfusion. No losses were 
encountered in the group of infants born alive. Five 
mothers who had previously lost their new-borns due to 
erythroblastosis fetalis left the hospital with live infants, 

It is evident that we have failed to prevent the develop- 
ment of erythroblastosis fetalis. It may be that our fail- 
ure to prevent antibody development is due to the rela- 
tively smaller doses of ACTH used in this study as com- 
pared to the work of Hayes and Dougherty in animals. 
But whether an inhibition of antibody formation occurred 
at all is elucidated by the fact that in two patients, the 
titers returned to the exact “pre-treatment” levels after 
cessation of hormone administration. This was in keeping 
with Cunningham’s communication that they were able 
to confirm apparent decrease in the titers unless trip- 
sinized cells were used in which the titers remained un- 
changed. 

These observations made us believe that the decrease in 
titer was more apparent than real, and was occurring in 
the test tube as an antigen antibody blocking. Whether 
this occurred partly in vivo can be only speculated. The 
apparent beneficial results in the five infants who were 
born alive mildly or moderately affected with erythroblas- 
tosis fetalis, and whose older siblings were stillborn, can 
be explained by this theory. 

At best we can hope that ACTH and cortisone, although 
unable to prevent the antibody formation and the devel- 
opment of erythroblastosis fetalis, may alleviate the sever- 
ity of the hemolytic process. 

At present there is no evidence that ACTH and cortisone 
are harmful to either mother or infant if administered 
during pregnancy. 


“As a theater manager, Mr. Moore, you will be interested 
to know that your wife's x-ray showed a preview of three 
coming attractions.” 
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. .. items of interest for the hospital staff. For 
full manufacturer’s information on products, write 
to the Buyer’s Guide Editor, HOSPITAL TOPICS, 30 
W. Washington St., Chicago 2, Ill., or use the 
handy postpaid reply card facing page 56. 
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647. Light, portable copying machine 


New machine, the APECO “Private Eye” Auto-Stat is 
designed for department to department use. Copies manu- 
scripts, books, charts or letters that could not otherwise 
be removed from their binding. Light and compact so 
that anyone can carry it. Easy to operate. Just plug 
into any electrical outlet and it’s ready. Finished copy, 
up to 11 x 17 inches, can be made in two steps, in less 
than 45 seconds. Simulated leather zippered case. Ameri- 
can Photocopy Equipment Co. 


648. New radioactivity monitor 


For use with a Geiger counter for (1) routine surveying 
for alpha, beta, or gamma contamination in radioisotope 
laboratories, (2) detecting large fluctuations in cosmic 
ray and other laboratory “background,” and (3) routine 
measurements of radioactivity for medical diagnosis and 
treatment, tracer work, or process control in industry. 
Provides four ranges to cover any radiation intensity up 
to 20,000 counts per minute. NuClear Ins. & Chem. Corp. 


649. New two-way straw dispenser 


Dispenses unwrapped 6!.” milk, standard, 8!.” jumbo 
straws one at a time, from both sides of the dispenser. 
When one “two-way” dispensing side becomes empty, it’s 
time to refill while a limited supply of straws is still avail- 
able from the other side of the dispenser. Works on a 
“feather-touch” principle which is fast and eliminates 
jamming. Stainless steel. Lifetime guarantee. Duplex 
Straw Dispenser Co. 


650. Turns lights on when darkness comes 


The Nitelighter is placed on a table or mounted on the 
wall with its photoelectric light-sensitive “eye” pointing 
toward a window. The lamp to be controlled is plugged 
into the Nitelighter plug fixture. When it gets*dark out- 
side the Nitelighter will automatically turn the light on, 
and it will stay on until daylight returns. Cord can be 
plugged into any 110 volt 60 cycle AC outlet. Will con- 
trol lamps up to 300 watts. Fisher-Pierce Co., Ine. 


651. Humidicaire aerosol generator 


This high capacity nebulizer produces an aerosol “fog” 
of uniform droplets 1 to 3 microns in diameter. May be 
used to produce 100 percent relative humidity; but in 
addition Humidicaire deposits actual droplets in the 
tracheobronchial tree, which offsets the general de-hydrat- 
ing effect of illness and fever. Actual liquid in droplet 
form floats in the stream of oxygen. Oxygen Equipment 
& Service Co. 


652. “‘Fyr-larm” sounds when heat is 136 


Alarm horn is attached to a cylinder of compressed gas. 
When the temperature surrounding the unit rises above 
136 degrees, the valve opens automatically and the horn 
wails a loud and continuous warning of fire presence. 
Fifteen inches long, weighs three pounds. Piercing whistle 
lasts five to eight minutes, and can be easily heard even 
above industrial noises. Fyr-Larm Co., Ine. 
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688. Lifeguard rails for bathtub safety 


Scientifically constructed, with the cooperation of an 
orthopedic surgeon, the Lifeguard provides a two-hand 
grip of non-slip rubber at the correct height to permit the 
bather to stand erect while getting into and out of the 
tub. Heavy polished aluminum clamps hold the white, 
rubber-coated supporting members rigidly. The strong 
construction banishes fear of falling, especially if the 
bather has the added handicap of age or infirmity. Bollen 
Products Co. 


Wonder how new products are selected? 
A. S. Aloe Company procedure features 
analyzing merchandise committee 

The A. S. Aloe Company feels that the evaluation selec- 
tion and merchandising of products are of high importance. 
Therefore a merchandising committee was formed which 
meets every Tuesday for as long as necessary and con- 
siders three major categories of projects. These are 1) 
new merchandise, 2) improvement of merchandise and 
promotion of existing products, and 3) complaints, changes, 
and suggestions on existing products. 


In regard to new merchandise, ideas come from within 


the organization, from the hospital and medical fields or 


from inventors who come directly to the company. Each 


item is considered from the standpoint of its value, its 
availability (practicality of manufacturer or source of 
supply), and its market potential and value to the com- 
pany. 

Many of the items are put to test by outstanding hos- 
pitals and doctors. Also, many products which are not 
basically medical are found to be adaptable from othe1 


fields—for example, Polyethylene, a plastic, which is being 
considered for use by doctors and hospitals. 


Items are not only tested for practicality but are market 


tested as to whether saleable, priced and presented right, 
understandable to the sales force, and acceptable to the 
market. 


Continue d 
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653. First table with six mechanical features 
for complete treatment of 
massage and manipulation 


New stretching traction equipment 
supplements the rolling traction of 
the Anatomotor making it the first 
mechanical table with complete 
treatment: massage, manipulation, 
heat, vibration, rolling and stretch- 
ing traction. With the Anatomotor, 
duration and amount of stretching 
traction, once set according to pre- 
scription, are automatic. Traction 
is available for 0 to 80 lbs. of force, 
intermittent or constant for any 
section of the vertebral process: 
cervical, thoracic or lumbar. Hill 
Laboratories Co. 


654. Portable floor machine 655. Dryer with deodorizer 656. All-purpose floodlights 


Weighs only 38 pounds complete Built-in G. E. ozonating system de- Now available with flat base or 
with 12” brush. Designed for small odorizes 24 hours daily. Two can suspension assemblies, so as to be 
institutions lacking elevators. dry hands and face at the same easily installed in grounds, lawns 
Scrubs, waxes, polishes and steel time (nozzles have 360-degree cy- or turf, on elevated metal arm 
wools floors. Ideal for stairways. cle). Helps eliminate washroom brackets. Crouse-Hinds Co. 
Premier Co. bottlenecks, maintenance. Amer. 

Dryer Corp. 


657. Bardic catheters, tubes 
Features uniform funnels which 
are the same shape and size ir- 
respective of the size of the shaft. 
Easy, perfect fit on a catheter tip 
syringe. Glazes glassy smooth sur- 
face, inside as well as out, that 
resists deposition of calcium and 
tissue debris. Quickly disinfected 
in Detergicide. C. R. Bard, Inc. 
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689. New Rust Shield spray protects metal 
Neither a paint, oil, nor grease. Prevents and stops rust 
chemically. Becomes part of the surface to which it is 
applied. The closest tolerances of precision tools are not 
disturbed as it leaves no trace of film thickness behind. 
Wilbur & Williams Co. 


(I. to r.) Charles Moore (second from |.) and Foxhall Parker answer 
questions of Sister M, Camilla (I.) and Sister M. Virginis, both of 
St. Mary's Hospital, Clarksburg, W. Va. at the Catholic Hospital 


convention. 


690. New versatile Curity ward pad 

Ideal underpad for incontinents, heavy drainages, during 
enemas, under plaster casts to protect sheets, post opera- 
tive pillow protection for anesthesia, nausea, tonsillec- 
tomy, maternity wards, etc. Six and one-half plies of 
Cellucotton. Filler extends to edges. Many other features. 
Bauer & Black. 


691. New lightweight plastic suspensory 
Non-irritating plastic is sanitary, comfortable, longer 
lasting than cloth. Manufacturer says it is prescribed 
and recommended by leading doctors and is the first ad- 
justable suspensory ever constructed. Easily attached, 
snapping on and off in easy operation, even in severe cases 
of painful swollen glands. Does not sweat or chafe, main- 
tains elasticity through washings, has no odor, and is 
exceptionally lightweight. Protecto-Wear Inc. 
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12-HOUR VAPORIZER 


VAPORIZERS 


with 
Automatic Electric Cut-Off 


This APPROVED vaporizer has 
every desirable feature for the 
treatment of respiratory ailments. 
It is giving eminently satisfactory 
service in hundreds of hospitals. It 


is automatic. It is simple to operate. 
1 a s q 5 


West Coast Price Slightly Higher 
If your dealer cannot supply, order direct from 


SANIT-ALL PRODUCTS CORP. 


Makers of Baby-All Formula Sterilizers — Bottle Warmers — Nursers 


HOSPITAL MODEL EV24 


dries and powders 
surgical 


gloves 


automatically 


@ saves time 
@ saves space 
@ saves gloves 


@ saves money 


The Glove Master will dry and powder surgical 
glov es in a small fraction of the time required 


by hand methods. 


DAY for circulars on the Glove- 
Racks. 


Write TO- 
Master and Our New Glove Sterilizing 


E. M. RAUH & CO., INc. 


PARKER AVE., BUFFALO 14, N.Y. 
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411. Bronze, aluminum, steel metal work 
Aluminum and bronze tablets, signs, door plates, letters 
and numerals. Aluminum, bronze, and stainless steel doors 
and entrances. Aluminum, bronze, and stainless steel rail- 
ings and grilles. Newman Brothers, Inc. 


687. Windows washed 90 feet above ground 
Manufacturer claims accidents and maintenance costs can 
be reduced up to 90% with the use of 5-foot sections of 
aluminum poles and Waterflow brushes that are easily 
attached to garden hoses. J. B. Sebrell Corp. 


658. Microfilm filing long-lasting, compact 

More than 2,500,000 records can be stored in one film 
cabinet—approximately a 20 year accumulation in a 400 
bed hospital. Microfilm lasts 300 years. Filing system is 
fast! Records can be enlarged back to original size. Safe 
from fire, with a negative copy stored in a vault off the 
premises and a positive copy for every-day use. Microfilm 
company does complete job including indexing. Microfilm 
Foto-File Co. 


659. Knee crutch for obstetrical table 

Greater flexibility and added patient comfort. Permits 
immobilization of leg in any position. Provides full hori- 
zontal support fc 
Surgical Equipment Co. 


lf of the leg. Ohio Chemical and 


| 


| 
| 


treedom to go places ... take trips . . . to visit 


660. Respirator patient not bed bound 

with chest-abdomen portable respirator 

Dependable power unit identical in every respect with the 
standard hospital model, except that the power unit is 
driven by a 24 volt D. C. motor. Positive displacement of 
approximately 1,100 cubic inches per stroke, self-lubri- 
cated piston pump, positive mechanical speed changer, 
direct reading respiratory rate meter, automatic alarm, 
instant changeover to manual operation. In ambulance 
or auto it will operate off the respirator battery ... by 
plane or train off the 24 volt D. C.! Plug it into any home 
wall outlet and the rectifier charger converts 110 volt A. C, 
into 24 volt D. C. If current fails, the automatic recharg- 
ing battery takes over without missing a single stroke. 


Conitech, LTD. 
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Fresh’nd-Aire 
with Silence-Guard. 


661. Air conditioner, window can be closed 662. Intermittent all-purpose traction 


Has flush exterior mounting within the glass line and 
allows window to be closed behind when not in use. 
electromagnetic 

Cory Corp. 


Manufacturer 


push-button room model 


forceful traction 
Intermittent up-thrust to 50 pounds obtainable. Fresno 
Orthopedic Co. 


claims this motorized traction allows more 
with more comfort at a new low cost. 


Eliminate 


OCHSNER 


Diamond Jaw 
Needle Holders 


Extra speed 
@ Extra efficiency 
Extra economy 


There is no sub- 
stitute for these 
patented jaws. 


@Lasts 50 to 100 
times longer than 
the ordinary type. 


@For further 
information write 
Dept. 


PATENT NO. 2597394 
Not Genuine Unless Stamped @ Ochsner @ 


PRICE LIST Hospital 
Type Lots of 3 

or More 
Baumgartner Size Each Each 


Narrow Jaw 514" $15.75 $18.50 
Mayo-Hegar 6" 15.75 18.50 
Mayo-Hegar 7" 15.75 18.50 
Plastic Model, de- 

signed to hold 

6-0 suture 17.25 21.75 
Mayo-Hegar 8" 17.25 21.75 


Genuine OCHSNER "Diamond Jaw" Inserts 
Installed in any Needle Holder 12.00 
ORDER YOURS TODAY 
SNOW DE INSTRUMENT 
COMPANY 
LOS GATOS, CALIFORNIA 
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SAVE MONEY ON 


MEMORIALS 


Newman hand-chased cast 
aluminum 


PLAQUES and PLATES... 


famous for finer quality since 1882... 
are definitely 


LOWER IN COST 


| 
The world's foremost maker of ever-en- 
during hospital memorials invites you to 


ask for our recommendations and com- 
pere our prices with all others. 


We also make bronze, aluminum and 
stainless steel doors, railings and other 
special ornamental work. 


Please write TODAY for folders in colors 
. NO OBLIGATION. 


NEWMAN BROTHERS, INC. 
682 W. 4th St. Cincinnati 3, Ohio 
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663. Optical viewer adds new feature 
to “seeing without being seen” 


Optical viewer allows person to view 170° area without 
being seen himself. Called Peek-O, it is already in use in 
many hospitals and institutions, according to the manu- 
facturer. Subjects can be seen full length from only a 
short distance because of a patented swivel action plus 
two optically molded lenses. Can be installed quickly and 
easily by drilling one small hole in door or wall. Protector 
Mfg. Co. 


super 
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664. Reading glass with built-in light 

Plugs into any 110-115 volt outlet. Clear, shadowless mag- 
nification. 3°, x 17, inch lens. Oblique handle permits 
natural arm position. Bausch & Lomb Optical Co. 


665. Professional car washing unit 

According to manufacturer, washes exterior and wheels 
in eight minutes. Washes up to 12 cars with one filling 
of detergent. Nutritional Concentrated, Inc. 


666. New food slicer easy to clean 

Simplified design for easy cleaning. New motor occupies 
25% less space than previous motors of equivalent power. 
Only cutting edge of krife touches food. American Slicing 
Mach, Co. 


667. Fountainette with lever action pumps 
Manufacturer reports two lever action pumps faster and 
easier than conventional plunger action. Fits standard 
freezer cabinet. New Melamine plastic bowls. Helmco- 
Lacy. 
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New Literature, Films 
679. Kodak Photographic Materials and 
Light Filters for Laboratory—object of 
the booklet is to save time and effort 
for scientific users by summarizing the 
facts about various materials. Eastman 
Kodak Co. 

680. Surgical Suture and Needle Catalog 
—features complete line of Ohio-Scanlan 
sutures and needles. Needle sizes are 
plainly illustrated and identified. Needle 
conversion chart facilitates ordering. 
Ohio Chemical & Surgical Equip. Co. 
681. Catalogue of Canvas Baskets, Ham- 
668. CRI package in new ampules pers and Trucks . . . detailed photo- 
CRI (concentrated rust inhibiting) Germicide is now be- graphs, complete dimensions. Replace- 
ing packaged in handy, easy-to-use “Color-Break” ampules ment parts section. W. T. Lane & Son, 
that open by bending and snapping the stem, with no Inc. 

jagged edges, and no need for scoring, sawing or filing. 682. “Nurse, Please” Film—two ree! in 
One ampule makes a quart of working solution. Clay- color and sound or black and white. Aids 
Adams, recruitment of practical nurse students. 
Available for rent or purchase. National 
Assoc. for Practical Nurse Education. 
683. Electronic Towel Brochure — de- 
scribes how management can save money 
through the use of electronic towels and 
how sanitary facilities are effectively 
maintained. Electronic Towel Corp. 
684. Catalog and Cooking Equipment 
Selectien Guide—complete line of Akron 
Electric cooking equipment. According 
to the manufacturer, this new catalogue 
incorporates valuable data for selecting 
proper cooking capacities for varying 
needs in hospitals. Associated Products. 
685. Chemical Catalog — lists chemicals 
for chemical, biological, bacteriological, 
metallurgical laboratories and irdustry. 
Lists quantities from ounces to hundreds 
of pounds and from ce’s to multiple-gal- 
lon drums. Arthur S. LaPine & Co. 
Shown at the Seamless booth at the Catholic Hospital convention 
are (I. to r.): P. S. Hempill, Seamless; Sister M. Pauline, O.R.S., 
Si. Clare Hospital, and Herb Heinz, Seamless. 


Walter W. Reed, public relations director, Cumerford, Inc., shows 

firm's quarterly news letter at the Catholic Hospital convention to 

(I. to r.): Sister Rita Capistran, associate director of nursing serv- 

ice, St. Vincent's Hospital, Toledo, Ohio; Sister Marie Lacroix, 686. Morris clinical pacemaker and defibrillator 
Montreal, Que.; and Sister Georgette Leduc, director of nursing, Levinthal Electronic Products, Inc. 

St. Vincent's Hospital, Toledo. Continued 
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669. 2-Filter respirator protection 

Protects personnel against spores, viruses, bacteria fungi 
and other particulate matter, including hard-to-handle 0.3 
micron size, with 99.99% efhciency. Also removes airborne 
radioactive particles and other toxic dust, mist and fumes. 
Two filters provide a filtering area of 90 square inches 
per respirator; face pieces are comfortable and provide a 
snug fit. American Optical Co. 


671. Electric Slaco tube heater 


According to the manufacturer this method is superior 
to others for oxidations, digestions, and extractions be- 
‘ause it can be operated continuously, maintains constant 
temperature throughout, has absolute thermostatic con- 
trol from 25-300°C. Available in four models to accom- 
modate 75, 48, 33, or 17 tubes of different sizes. Special- 
ized Laboratory Apparatus Co. 


Clip out the handy postpaid reply card facing 


page 56 for additional information 


670. Wheel chair with 8-inch casters 

Larger casters roll over rug edges, small obstacles and 
rough ground with complete ease. New 8&-inch caster Holly- 
wood chairs include models with adjustable step-plates, 
elevating leg rests, semi-reclining backs or combinations 
of these features. Available in junior and adult sizes that 
fold compactly to save space when not in use. Everest & 
Jennings, Ine. 


672. Colorful plaid wheelchair cushions 
Manufacturer considers color a benefit to patient. While 
primarily designed for folding wheelchairs, these full 
molded foam latex cushions are also excellent for sporting 
events, camping, home, automobiles, office, etc. Will not 
pack, lump up, or break down, and offers cool ventilated 
comfort even on the warmest days. Guardian Latex Prod- 
ucts Co. 
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673. Carbide Scriber marks metals, glass 
Also writes on steel surfaces, ceramics, gems, laboratory 
ware, plastics, etc. Polished solid round aluminum body, 
14” dia., 5” long. Spring clip—easy in and out of pocket. 
With its carbide point mounted in 14” diameter “Everdur” 
bronze, it’s easy to reshape. Spring Specialty Co. 


675. Foot-operated detergent dispenser 


With each depression of the rubber foot pedal, the 30- 
ounce dispenser delivers a metered amount (2 cc) of 
pHisoHex. Built to withstand both rough use and any oxi- 
dizing effect of the detergent. New translucent green bowl 
and cover are molded of non-corroding, highly impact- 
resistant Tenite butyrate plastic. Comes with metal mount- 
ing bracket and pre-attached air pressure line, foot pedal. 
Winthrop-Stearns Inc, 


674. Baby soap with Hexachlorophene 

Liquid type that reduces the incidence of impetigo, diaper 
rash, cradle cap, and other pyogenic skin infections. Hexa- 
chlorophene coats the skin and is residual for many hours. 
Germs are killed in contact with baby’s skin. Mild. Baby 
San, Huntington Lab., Inc. 


676. Four section lightweight screen 

Weighs less than six pounds and folds to 2-inch thickness 
from an extended position covering more than five feet. 
Glider base design, plus self-locking hinges, make it virtu- 
ally tip-proof. Vinyl panels require no laundering, are 
easily cleaned with a light germicidal solution without 
removal from screen. “Snap-out” curtain rods permit 
speedy replacement of panels. Available in white, blue- 
gray, pastel rose, or green. Presco Co. 


677. Electronically controlled machine 
for safe long-period heat therapy 


“Tropidores” blows warm air, either dry or moist, at any pre- 
scribed temperature from 96°F. to 140°F. into an arm or leg 
garment worn by the patient. Patient is relatively independent, 
needs minimum nursing attention. Two arm garments, tw« 


pairs of leg garments, and all tubing attachments are provided 
with the cabinet. Torso and waist high garments available on 


special order. 


All sterilizable. Hill Laboratories Co, 


678. Odorless, non-poisonous insect spray 


Super strength that is guaranteed safe for use around humans, 
pets, food, walls, woodwork, wallpaper, fabrics. Will not stain 
and is non-irritating (can be sprayed on children’s legs). Three 


to eight times more effective than ordinary insecticides. Camp 
bell Chemicals Ine. 
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By David H. Tarlow, C.P.A. 


Q. While we realize that depreciation may be optional 
with voluntary hospitals, those of us in the proprietary 
hospital field are faced with a problem in establishing and 
computing adequate rates for this very real element of 
expense. Would you please discuss the straight line 
method and declining balance method for computing de- 
preciation? 

A. STRAIGHT LINE METHOD: This method assumes that 
the depreciation sustained is uniform during the useful life 
of the property. For example, assume you have purchased 
for $5,000 an ambulance with an estimated life value of 
five years. You may deduct $1,000 for the first five tax- 


CLEAN 
HYPODERMIC 
NEEDLES 


THAN 
HAND 


e $2 in labor costs now 
does the work of $80 
by the hand-cleaning 
method 

e Pressure - cleaning is 
better cleaning. 

e Automatic operation 
means less handling, 
protects needles. 

e Only two hand oper- 
ations: loading the 
machine and pressing 
control button. 


for literature 


Denver, Coleradé 


able years until the entire cost of the ambulance is written 
off. The fact that the ambulance may be in use after the 
fifth year in some cases does not mean that you can con- 
tinue taking depreciation. If the ambulance is sold for 
scrap value, the sum received must be reported as inccme. 

As is apparent, the straight line method is simple and 
easy to calculate. It produces uniform annual charges for 
depreciation and appears to be the method most commonly 
used in industry today. 


DECLINING BALANCE METHOD: The theory upon which 
this method is predicated assumes that the use or value 
of the asset is greatest in its first year and less in each 
succeeding year. As an example, take the same item used 
in the foregoing paragraph, the ambulance purchased for 
$5,000, with an estimated life of five years. 

It is agreed that the heavicst rate of depreciation will 
be in the first two or three years. The Internal Revenue 
Bureau, in approving the declining balance method, states 
that the rate used shall not exceed 150 percent of the 
equivalent straight line rate. Since the rate used in the 
straight line method was 20 percent a year for five years, 
it follows that the percentage to be taken in the declining 
balance method is 30 percent a year. As an added illus- 
tration the following table is presented for your guidance: 

First year 30% of $5,000.00 $1,500.00 

Second year 30% of 3,500.00 1,050.00 

Third year 30% of 2,450.00 735.00 

Fourth year 30% of 1,715.00 514.50 

Fifth year 30% of 1,200.50 360.15 

Total Depreciation $4,159.65 

Therefore, after the fifth year, a balance of $840.35 re- 
mains to be written off. If the ambulance is still in use, 
it may continue to be depreciated at the above rate, i.e., 
30 percent of $840.35, and so on, until the ambulance is 
sold or discarded. 

New taxpayers may adopt this method in their income 
tax returns. Those taxpayers who have filed previously 
on the straight line method, must apply to the Director 
of Internal Revenue for permission to change to this 
method. The Commerce Clearing House tax service re- 
ports that permission will be granted if this method will 
be applied to all of the depreciable property of the tax- 
payer (old and new), and if it concurs with the method of 
accounting regularly employed by the taxpayer and re- 
sults in reasonable depreciation allowances and proper re- 
flection of net income. Request for permission to change 
to the declining balance method for computing deprecia- 
tion should be filed in the first 90 days of the fiscal or 
calendar year. 

Q. Where and how does one secure the United Hospital 
Fund formula for cost determination, mentioned on page 
10 in the May, 1954 issue of HOSPITAL TOPICS? 

A. You may write directly to The United Hospital Fund, 
10 E. 41st St., New York, N. Y. 


Q. What is meant by a standard cost system? 

A. It usually means a plan of accounting under which 
cost standards are merged into and become part of the 
accounting records. 


Q. What method do you recommend for valuing gifts in 
kind? 

A. If the gift in kind is any kind of food, you can usually 
find the market value in the market or financial section 
of your daily newspaper. On other items, if a paid bill is 
not available, you can obtain the fair value by contacting 
the resource from whom you purchase such items. 
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B UYER’ S G U IDE Information Service 


Advertisers’ Index 


Abbott Laboratories 9 PLEASE USE THIS CARD 


American Hospital Supply 
Would you like additional information 
on items listed in the Buyer's Guide or on 
products and services advertised in this 
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American Sterilizer Company 63 


Aseptic-Th -Indicator Co. 80 ; 
eae The handy card below is for your con- 


venience. Simply check items on which 
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} 660 Respirator [ 676 4-Section Screen 691 Suspensory 
Hoffmann-La Roche, Inc. 59 |} 661 Air “onditioner 


Cutter Laboratories 64 


Flex-Straw Corp. opposite page 57 


Huntington Laboratories 60 Other information - 

Hyland Laboratori 22 as 
4th cover (Please Print) 


Hospital 
Address 


Lakeside Laboratories 
Eli Lilly and Company 6 
Newman Brothers, Inc. 5| 
Parke, Davis and Company 24 


Physicians’ Record Company 5 


E. M. Rauh and Company 49 LIKE YOUR OWN COPY OF HOSPITAL TOPICS? 


Sanit-All Products Corp. 49 If you would like to have your own personal subscription to HOSPITAL 


Seamless Rubber Company TOPICS, sign and mail this card. 
opposite page 25 
Domestic Subscriptions: {|| One year $2.50 Three years $6.00 


The Shampaine Company 33 ; 
Foreign Subscriptions: (| One year $3.50 Three years $8.00 


Smith & Underwood 
Snowden Instrument Company L Remittance enclosed CJ Please bill me. 
Technical Equipment Corp. 
Edward Weck and Company 

Address 


Winthrop-Stearns, Inc. . 13 
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PLEASE USE THIS CARD 


Would you like additional information 
on items listed in the Buyer's Guide or on 
producis and services advertised in this 
issue? 


The handy card on the reverse side of 
this page is for your convenience. Simply 
check items on which further information 
is desired, tear out card, and drop in the 
mail. No postage is required. 
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BUSINESS REPLY CARD 


HOSPITAL TOPICS 


30 West Washington 


Chicago 2, Ill. 


revolutionized 

an age-old 
hospital 
custom 


FLEX-STRAW, 
FOR USE IN BOTH 
and COLD LIQUIDS 


PATENTS 
ALLOWED 
AND 
PENDING 


| SAFE 
UNWRAPPED | 

AND | DISPOSABLE 
INDIVIDUALLY NO BREAKAGE 


| WRAPPED 
© NO STERILIZING 


ALL PACKING 500 TO BOX 
20 BOXES TO CASE OF 10,000 


CANADIAN DISTRIBUTORS— 


INGRAM & BELL, LTD. 
HEADQUARTERS, TORONTO 


FLEX-STRAW CO. 


2040 BROADWAY 
SANTA MONICA, CALIF. 
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‘Founders of the countgling tr 
the med 
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POSITIONS OPEN 


ADMINISTRATORS: (a) Lay or 
medical; man with demonstrated ad- 
ministrative ability; will meet finan- 


cial requirements: university hospital 
900 beds. (b) Medical; teaching hos- 
pital 800 beds; $20-$30,000; career 
post; nationally known man required. 
(c) Lay; voluntary general hospital 
175 beds; newly opened; California. 
(d) Lay; prefer southerner’ with 
building experience. General hospital 
150 beds, very cooperative board; 
residential town 60,000; South. (e) 
Lay; to direct all non- medical func- 
tions and administrative services; 
one of country’s most important hos- 
pitals; medical school affiliated; 
Civil Service; $12,000; large city: 
East. (f) Lay; voluntary general 
hospital 200 beds; $15-$18,000; East 
(zg) Medical; voluntary general hos- 
pital 300 beds; attractive university 
town 100,000; South. (h) Fairly new 
voluntary general hospital 100 beds; 
excellent board; university town: 
Central. (i) Lay; voluntary general 
hospital 160 beds; town 60,000; re- 
sort area on Great Lakes (j) Lay; 
general hospital 80 beds; excellent 
medical staff of 22; town 10,000; 
center of important recreational area; 
hunting-fishing; Pacific Northwest 
(1) Lay; assistant; general hospital 
200 beds: opportunity to succeed 
present administrator short’ time; 
California. (m) Lay; assistant; gen- 
eral hospital 200 beds; teaching unit 
of important medical school large 


city; East. 

ADMINISTRATORS — WOMEN: 
Nurse, well-qualified in anesthesia; 
voluntary general hospital 28 beds; 


about $7,500; lovely residential town; 
Southwest. (b) Nurse; general hos- 
pital 60 beds; residential town 35,- 
000; OKla. (c) Voluntary general 
hospital 80 beds; liberal policies: 
Calif. (d) R.N.; voluntary general 
hospital 100 beds; $7-$10,000; East. 


ADMINISTRATIVE EXECUTIVE 


PERSONNEL: (b) 3usiness man- 
ager; group of 14 specialists; long 
established; clinie building; 
university city; Calif. (c) Comptrol- 
ler; 550 bed hospital; full charge; 
substantial salary; town 150,000; 
Middle West. (d) Personnel director; 
general voluntary hospital 500 beds; 
large city; East (e) Purchasing 
agent; general voluntary hospital of 
large size; substantial salary depend- 
ing on experience; Calif. 
SITUATIONS WANTED 
ADMINISTRATOR Lay; B.S., M.A. 
education; M.S., Hospital Administra- 
tion; 6 years, principal, high school; 
1 year, administrative resident, 500 
bed hospital; seeks directorship, hos- 
pitals, 100-300 heds. 
ADMINISTRATOR Medical: B.S., 
M.D., University Vermont; M.S., 
Hospital Administration; 5 vears, ad- 
beds; member, ACI 
ADMINISTRATOR Assistant: lay: 
28; B.A M.S., Hospital Administra- 
tion; 18 months, administrative res- 
ident, university hospital, 400 beds; 
seeks administrative assistantship; 
voluntary general hospital 200 beds 
up 
ANESTHESIOLOGIST excellent 
residency; board elig; past year, 
anesthesiologist, 200 bed general 
hospital; seeks chief, hospital or 
group, prefer Illinois or Rhode Island 


(Continued on right hand column) 
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Students at Northwestern 


University who 
recently completed a year's course in hos- 
pital administration are, front row, |. to r.: 


Maudie Horne, John Strawbridge, Mary 
Sullivan, Jack Docktor, Maura Gimenez- 
Merlo, Dr. Sabih Djazzar, Joseph Rogers, 


and Nolan Lackey. Second row: Artee Ham- 
mond, Forrest Neumann, Kayo Dokken, Dr. 
Kobayashi, Robert James, Charlcs Banish, 
J. R. Frye, Samuel Johnson, and Jossie Bart- 
lett. Third row: Welch England, Andrew 


Robert W. Airey—associated with 
Northwest Hospital Consultant, 
Montana, for two years, is the new 
administrator, McKay Memorial Hos- 


Inc., 


pital, Soap Lake, Wash. 
David Babnew Jr.—former director 
of personnel and public relations, 


Reading (Pa.) Hospital, has been ap- 
pointed administrator, Northampton- 
Accomack Memorial Hospital, Nassa- 
wadox, Va. 

Evelyn 
administrator, Mary Bridge Children’s 
Hospital, Tacoma, Wash. She formerly 
was assistant administrator, St. Luke’s 
Hospital, Milwaukee, Wis. 

Mrs. William Bradley—has resigned 
as director of nurses, Allentown (Pa.) 
State Hospital. 

H. L. Brown—has resigned after 
years superintendent, 
(Wis.) Hospital, Ine. 


11 
Neillsville 


Sister Michaella Marie Buckley— 
has succeeded Sister Ildephonse Kelly, 
R.N., as administrator, St. Joseph 
Hospital, Kansas City, Mo. Sister 
Ildephonse resigned to return to St. 
Mary’s Hospital, Tucson, Ariz. 
she formerly was administrator. 


where 


Arthur G. Burns 
—hospital con- 
sultant and super- 
Hospital 
Division, Florida 
State Improve- 


visor, 


ment Commission, 
has named 
director, Memori- 
al Hospital of Bay 
County, Panama 
Fla. He replaces Daniel Camp- 
M.D., who has retired. 


been 


City, 
bell, 


Bond—has been appointed ° 


Saphiloff, William Hamrick, Donald Pound, 


Masaichi Tasaka, 


ald Woods. 
John Milton, Robert Moore, Ernest Williams, 
Campbell, 


James 
Tate, 


qual Capitanelli, 


France. 
hoe, 


Henry, 
and Talmage Smith. 
John 


Fourth 


Al 


an 


row: 


Albert Donnell, 


Fifth row: 
Wisda, 


R 


and Ger- 
Robert Gleeson, 


aymond 


Sixth row: Brady Fowler, Daniel Ke- 
Earl 


George 


Thomas McCarthy. 
pears on page 62. 


Mrs. 
nurse, 


Beulah Burns—former 
New Braunfels (Tex.) Hospital, 


Allen, 


Skogman, 


Further information ap- 


head 


has been named administrator of that 
institution. 
Berryman who 


trator, 


perintendent, 


now 


She replaces George H. 


has 


Chambers 
Anahuac, Tex. 


Dr. Charles K. 


Bush—formerly 
State School, 
Moline 
He replaces Dr. Daniel 


Dixon 
superintendent 
State Hospital. 


become 
County 


of 


East 


adminis- 
Hospital, 


Manelli who was transferred to head 


Peoria 


(I 


ll.) 


State 


Hospital. 


Manelli replaces Dr. Henry B. Knowles, 
who resigned. 


Richard Highsmith—administrator, 
Children’s Hospital of the East Bay, 


(Continued on 


next page) 


WOODWARD 


(Continued from left hand column) 


SITUATIONS WANTED 
COMPTROLLER or ACCOUNTANT: 


10 years experience 


including 2 


ears 


principal and instructor; accounting 
business institute and 6 years public 
accounting; wife medical technolo- 
gist; member, Watlonal Association 
of Cost Accountants 

DIRECTOR OF NURSES: B.A: 6 
vears, supervisor and instructor 
voluntary general hospital 500 beds 
3 years, psy supervisor teaching 
hospital, 400 beds; early 40's; single 
PATHOLOGIST: 2%: M.D., Minnesota 
Medical; 2 years postgraduate re- 
search; trn’d, path, Mayo Founda- 
tion; training completed; seeks hos- 
pital appointment with opportunity 
research, teaching; Cat IV 
RADIOLOGISTS: °2; Diplomate, both 
branches trained university hos- 
pital; past year, private practice, ra- 
diology prefers hospital position as 
chief; any locality; licensed Califor- 
nia, Pennsylvania 

INSTRUCTOR: °s; BS., 
sins 8 years, science instructor, 2 
large hospitals; wishes position with 
mor teaching less nursing, near 
university New Jersey New York 


Pas- 
and Newell 


and 


su- 


Dr. 


& 
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CLASSIFIED 


SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
Pittsfield Bldg., 55 E. Washington St. 
Chicago 2, Illinois 


POSITIONS OPEN 


DIETITIANS: (a) Chief. East. 500 bed hos- 
pital; ‘supervise teaching program for 129 
hospital student nurses and 10 university 
student nurses. 70 employees in department. 
$5400. (b) Assistant: East. 260 bed hospital; 
facilities complete and modern. $4400. (c 
Chief. South. 220 bed hospital. Supervise 
dietary department, conduct classes in 
nutrition, purchase food and dietary suv- 
plies. $4800. (d) Therapeutic. South. S00 
bed hospital; more than 100 employees in 
department. Excellent opportunity for ad- 
vancement. $3600. (e) Therapeutic. Middle 
West. 175 bed hospital; $4800. (f) Chief. 
245 bed hospital; 45 employees in depart- 
ment. Located in community of nearly 80.- 
000; prosperous farming area. $5400. 


PHARMACISTS: (a) Middle West. 325 bed 
hospital; fully approved, located in city -f 
about 50,000. Four in department. $5200. (b 
Northwest. 200 bed general hospital. Set 
up pharmacy ond supervise; take care of 
all purchasing. Two assistants $4800. (c) 
East. Supervise pharmacy and central 
stores. Modern 140 bed hospital affiliated 
with university. $6500. (d) East. 150 bed 
general hospital, fully approved. Must b> 
qualified to set up and supervise phar- 
macy. $5200. (e) Southwest. Assistant. Three 
in department. 375 bed general hospital. 
Opportunity to teach student nurses if 
desired to increase income. $5400. 


PHYSICAL THERAPISTS: (a) Middle West. 250 
bed hospital, fully approved. Department 
is modern:with excellent facilities for all 
types of therapy. $4800. (b) West. 300 bed 
general hospital, fully approved. Located 
in city of about 250,000; an outstanding 
medical center. $4800. (c) East. 400 bed hos- 
pital. Department is new with all mod2rn 
facilities. Require someone with good super- 
visory experience. $5200. (d) 225 bed hos- 
pital. General physical therapy for chil- 
dren; largely polio cases. Five employees 
in department. $5200. 


MARY A. JOHNSON 
ASSOCIATES 
AGENCY 
11 West 42 Street, New York 36 


Longacre 3-0764 
Mary A. Johnson, Ph.D., Director 


Our careful study of positions and applicants 
produces maximum efficiency in selection. 
Candidates know that their credentials are 
carefully evaluated to individual situations, 
and only those who qualify are recommended. 
Our proven method shields both employer and 
applicant from needless interviews. We do 
not advertise specific available positions. 
Since it is our policy to make every effort 
to select the best candidate, we prefer to keep 
our listings strictly confidential. 

We do have many interesting openings for 
Administrators, Physicians, Anesthetists, Di- 
rectors of Nurses, Dietitians, Medical Tech- 
nicians, Therapists, and other supervisory 
personnel. 


No registration fee 
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PERSONALLY SPEAKING Continued 
Oakland, Cal. has been named execu- 
tive vice president. Harold Norman, 
formerly assistant administrator, has 
been dppointed administrator. 


Wesley G. Hoffman—has been ap- 
pointed assistant superintendent, 
Conemaugh Valley Memorial Hospi- 
tal, Johnstown, Pa. He recently was 
released from the armed forces as 
a major in the Medical Service Corps. 


Sister Jane—is the new superior, 
St. Mary’s Hospital, Decatur, Ill. She 
succeeds Sister Leonissa, who has been 
appointed superior, St. Francis Hospi- 
tal, Litchfield, Ill. 


Lester E. Jehnson— administrative 
resident, Baptist Memorial Hospital, 
Memphis. Tenn.. is now assistant ad- 
ministrater, Baptist Hospital, Alex- 
andria, La. 


W. B. (Boyd) Jones—of Austin, 
Tex., has been named administrator, 
Ouachita General Hospital, Hot 
Springs, Ark. 


C. Richard Kay—formerly executive 
secretary, Hospital Council of South- 
ern California, Los Angeles, is now 
business manager, Los Angeles City 
Health Department, under George H. 
Uhl, M.D. 


William J. Kimes, Jr.—has been ap- 
pointed assistant administrator, The 
South Side Hospital, Pittsburgh, Pa. 
He formerly was assistant director, 
Montefiore Hospital, Pittsburgh. 


Roger G. Larson—assistant admin- 
istrator, Emanuel Hospital, Portland, 
Ore., was formerly assistant admin- 
istrator, Northwestern Hospital, Min- 
neapolis, Minn. 


Harold Logsdon — acting assistant 
director of nursing service, St. Eliza- 
beth Hospital, Covington, Ky., will 
become assistant director of nursing 
service, St. Margaret’s Hospital, Kan- 
sas City, Kan. Mr. Logsdon is the 
first male nurse to hold this position 
in Kansas City. 


Arthur L. McElmurry—formerly of 
the University of Oklahoma Hospital, 
Oklahoma City, has become adminis- 
trator, Nan Travis Memorial Hospital, 
Jacksonville, Tex. He succeeds J. D. 
Stoudenmier, who resigned 


Charles M. McLean—assistant su- 
perintendent, Ancker Hospital, St. 
Paul, Minn., has been appointed ad- 
ministrator, Salem (Ore.) General 
Hospital. 


Matthews—supervisor of 
Hardin County Hospital, 
Kountze, Tex., has been named acting 
administrator to replace Estelle Tan- 
nehill, who resigned. 


Hazel 
nurses, 


Mary Mitchell —has been named as- 
sistant director in charge of nursing 
service, St. Elizabeth Hospital, Cov- 
ington, Ky. She formerly was instruc- 
tor in medical and surgical nursing, 
St. Elizabeth Hospital school of nurs- 
ing, Dayton, O. 


Olaf T. Moline, assistant adminis- 
trator, Hinsdale (Ill.) Sanitarium and 
Hospital, has been named acting ad- 
ministrator of that institution, follow- 
ing the resignation of Norman Taylor. 


Adelma Evelyn Mooth—director of 
nursing service and the school of nurs- 
ing, New Britain (Conn.) General 
Hospital, is the new director of nurs- 
ing service and of the school of nurs- 
ing, Roosevelt Hospital, New York 
City. She succeeds Evelyn G. Frazer, 
who is retiring after 30 years’ service 
in the hospital. 


Ruth M. Olson, R.N.—president of 
the Connecticut League for Nursing, 
became administrator, New Britain 
(Conn.) Memorial Hospital on June 
15. She has been affiliated with the 
Connecticut Department of Health for 
27 years. 


A. Monroe Owens—formerly admin- 
istrator, Sanford (Tex.) Hospital, is 
now administrator, Loretto Hospital, 
Dalhart, Tex. 


Col. George M. Percival—retired 
army officer, has become administra- 
tor, Clark County (Ky.) Hospital. 
He succeeds Jerry Justice, who re- 
signed. 


Harold Prather—administrator of 
East Tennessee Baptist Hospital, 
Knoxville, has been named administra- 
tor of the new Richmond (Va.) Me- 
morial Hospital, now under construc- 
tion. 


R. L. Purser—assistant administra- 
tor, Washington County General Hos- 
pital, Greenville, Miss., has resigned 
to become affiliated with the Missis- 
sippi Hospital and Medical Service. 


Robert Riggs—administrator, Jane 
Lamb Memorial Hospital, Clinton, Ia. 
has resigned to accept foreign mis- 
sionary service with the Board of 
Missions of the Methodist church. He 
will take up his appointment as ad- 
ministrator of Severance Union Hos- 
pital and Medica! School, Seoul, Korea 
in the summer of 1955. 


James Rives—has been appointed 
administrator, Carlinville (Ill.) Area 
Hospital. He was formerly an x-ray 
and laboratory technician at the hos- 
pital. 

Joseph Rossi—new assistant admin- 
istrator, Jewish Hospital, Brooklyn, 
N. Y., was formerly assistant admin- 

(Continued on page 60) 


HOSPITAL TOPICS 


; 
ta 
4 
ve 
| | | 
\ 


for the nurse 


P FOR PRACTICALITY... 
new ‘‘color-break”’ ampuls . . . 
no files needed . . . Berocca-C 
can be administered either by 
injection or in parenteral 
nutriticnal fluids. 


for the physician 


P FOR POTENCY ... BEROCCA-C 
is a concentrated source of 
B-complex and C vitamins. 

Also available as Berocca-C 500 with 
500 mg of vitamin C per unit. Indicated for 
preoperative build-up and postoperative 
nutritional reinforcement. 


for the pharmacist 


P FOR PACKAGING .. . BEROCCA-C 
is available in ampuls and 
multi-dose vials ready 

for immediate use... 
requires no mixing or diluting. 
Saves time, saves space. 


BEROCCA- roche 


uls, boxes of 6, 25 and 100; 
xes of | and 10, 


plex ampuls, (one containing Bero ca-( 2 taining 400 mg 
taminC Injectable ‘f he’). t xes of 6 ar 50. 


Onder from’ Rocke! at-heypital prices 


HOFFMANN-LA ROCHE INC - ROCHE PARK - NUTLEY 10-N. J. 
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THE PATIENT 
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no THE SKIN 


i 

H EXACHLOROPHENE 
Germa-Medica has won accept- | 
ance from doctors, nurses and | 
dental and medical associations | 
because it is a fine liquid soap =! 
containing hexachlorophene : 
that makes serub-up easier and 
faster. A daily wash reduces 1 
bacteria and the hazard of 4 
infection to a minimum. 
Hexachlorophene Germa-Medica | 
leaves skin feeling really clean { 
and soft... never irritated. ' 
Have you discovered this fine po 
soap yet? Ask for sample. 


HUNTINGTON 
LABORATORIES, INC. 


> FOR TEST RESULTS 
AND FREE SAMPLE 


Write us today, on your hospital's 
letterhead, for the Test Results book- 
let on Hexachlorophene Germa-Medica 
and a free professional sample in an 
& oz. plastic squeeze-bottle dispenser. 


HUNTINGTON LABORATORIES, INC. 
Huntington, Indiana 
Philadelphia 35, Pa. © Toronto 2, Ontario 
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(Continued from page 58) 
istrator, St. Francis Hospital, Hart- 
ford, Conn. 


Mrs. Lois B. Sachs—supervisor of 
obstetrics and instructor in obstetrical 
nursing, Orange (N. J.) Memorial 
Hospital, has been appointed director 
of nursing services. She succeeds Miss 
Margaret Ashmum, who has retired 
after 32 years of service. 


Mrs. R. B. Sensabaugh—has been 
appointed acting director of nurses, 
Alachua General Hospital, Gainesville, 
Fla. She succeeds Mrs. Juanity Ross 
who resigned. 


Abel D. Swirsky—is now assistant 
director, Sinai Hospital, Detroit. He 
formerly was administrator of Jewish 
Consumptives Relief Society, Denver 
(Colo.) Sanatorium. 


A. A. Thompson—superintendent of 
schools, Pierre (S. Dak.) has been 
named superintendent, Redfield (S. 
Dak.) State Hospital and Schools. He 
succeeds W. P. Damm, M.D., who will 
remain as head of the institution’s 
medical department. 


William N. Wallace—has_ been 
named administrator, Miller Hospital, 
St. Paul, Minn. He replaces Peter 
Ward, M.D., who resigned. Mr. Wal- 
lace formerly was assistant adminis- 
trator at Miller Hospital. 


I. Oscar Weissman, M.D.—formerly 
executive director, Jewish Hospital, 
Philadelphia, has been appointed as- 
sistant medical director, Michael Reese 
Hospital, Chicago. 


Randolph A. Wyman, M.D.—former- 
ly medical superintendent, Bird S. 
Coler Memorial Hospital and Home, 
Welfare Island, New York City, is 
now superintendent of Bellevue Hos- 
pital, New York City. He succeeds 
William F. Jacobs, M.D., who retired. 


VA Appointments 

William J. Dann—manager, VA 
Hospital, Oakland, Calif., has been 
appointed manager of the new 1,252- 
bed general medical and surgical hos- 
pital to be opened next fall in New 
York City. 


John J. Tyson, M.D.—manager of 
the VA Hospital, Omaha, Neb., has 
been appointed administrator of the 
VA Hospital, Durham, N. C. He will 
succeed Horace B. Cupp, M.D., who 
has been named VA medical director 
in Atlanta, Ga. 


Deaths 

Alfred L. Balle, M.D.—60, -for many 
years pathologist at Providence Hos- 
pital, Seattle, Wash., died April 27. 


Mark T. Goldstine, M.D.—75, for 30 
years chairman of the department of 
obstetrics and gynecology, Wesley Me- 
morial Hospital, Chicago, died in 
Thomasville, Ga. March 4. 


George R. Hornig, M.D.—43, died in 
Glen Head, L. I., N. Y., June 2. Dur- 
ing World War II he served as flight 
surgeons in the 56th fighter group 
of the Eighth Air Force in England. 


F. Wilson Keller, M.D.—57, director 
of the Hospital for Special Surgery, 
New York City, died in New York in 
May. Dr. Keller was a former secre- 
tary of the Greater New York Hospi- 
tal Association. 

Charles Irwin Lambert, M.D.—76, 
psychiatrist, and medical director, 
Four Winds Hospital, Katonah, N. Y., 
died in Casablanca, Morocco, April 18. 


Edwin Partridge Lehman, M.D.— 
65, Charlottesville, Va., died in Bos- 
ton, Mass., May 27. Dr. Lehman was 
president of the American Cancer 
Society 1947-48. 


Mary Alice McLaughlin — director 
of school of nursing, Blockley Divi- 
sion, Philadelphia (Pa.) General 
Hospital, died May 27. She was secre- 
tary of the Pennsylvania League of 
Nursing Education from 1949 to 1951. 


Harrison S. Martland Sr., M.D.— 
70, pathologist, and pioneer in radio- 
active diseases, died in New York City 
May 1. Dr. Martland recently had 
completed 46 years as city pathologist 
and twenty-five as Essex County Medi- 
cal Examiner. 

Henry Minsky, M.D.—58, ophthal- 
mic surgeon, died in Rhinebeck, N. Y. 
May 23. 

Clarence Paul Oberndorf—72, con- 
sulting psychiatrist, Mount Sinai Hos- 
pital, New York City, and former 
clinical professor of psychiatry at 
Columbia University, died May 30. 
At Mount Sinai Dr. Oberndorf  or- 
ganized what is said to be the first 
psychiatric outpatient clinic connected 
with a general hospital in the U. S. 


James D. Pilcher, M.D.—74, head 
of pediatrics department, City Hospi- 
tal, Cleveland, died May 4. Dr. 
Pilcher was an instructor in pediatrics 
at Western Reserve University’s medi- 
cal school from 1923 to 1950. 


Fred Wharton Rankin, M.D.—67, 
president, American College of Sur- 
geons, died May 22 in Lexington, Ky. 
An internationally known authority on 
cancer, Dr. Rankin was the author of 
a number of monographs and books on 
colon and rectum surgery. He was 
president in 1942 of the American 
Medical Association and in 1949 of 
the American Surgical Association. 

(Continued on page 62) 
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Bardex Foley Catheters 
“The Accepted Standard of Excellence’ 


Assured Retention or Hemostasis with durable, rein- 
forced symmetrical balloon. 


Reduced Irritation of bladder because of short tip. 
Maximum Drainage provided by large eyes and lumen. 
Accurate Sizing assured by uniformity of shaft. 


The Bard Line of Balloon Catheters 
Offers a Choice of 
44 Different Types and Styles 
See the Bard Catalog—Free on Request 


BARD. INC. 
Summit, N. J. 


When a Human Life May Be at Stake There Can Be No Compromise with Quality 
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PERSONALLY SPEAKING continued 


ANNOUNCE STUDENT APPOINTMENTS 
TO ADMINISTRATIVE RESIDENCIES 


@ Appointments to administrative res- 
idencies in hospitals have been an- 
nounced for students of Northwestern 
University who have completed their 
academic year in hospital administra- 
tion. The class members, who plan to 
qualify for master’s degrees in hospi- 
tal administration in June, 1955, have 
received appointments as follows: 


George C. Allen, to Clyde L. Rey- 
nolds, executive director, Provident 
Hospital, Chicago; Charles E. Banish, 
to Dr. Stephan Manheimer, director, 
Mount Sinai Hospital, Chicago; Jessie 
Hargus Bartlett, to J. M. Crews, ad- 
ministrator, Methodist Hospital, Mem- 
phis, Tenn. 


Alan B. Campbell, to Ralph M. 
Hueston, superintendent, Wesley Me- 
morial Hospital, Chicago; Pasqual A. 
Capitanelli, to Dr. Thomas F. Barrett, 
manager, Veterans Administration Re- 
search Hospital, Chicago; Dr. Sabih 
Djazzar, to Dr. A. C. Kerlikowske, 
director, University Hospital, Ann Ar- 
bor, Mich.; Jack H. Docktor, to Dr. 
Pascal Lucchesi, executive director, 
Albert Einstein Medical Center, Phila- 
delphia. 

Kayo R. Dokken, to Edgar O. Mans- 
field, general superintendent, White 
Cross Hospital, Columbus, O.; Albert 
M. Donnell, to Jack W. Shrode, ad- 
ministrator, Wesley Hospital, Okla- 
homa City, Okla.; Mose I. Ellis, to 
Dr. Stephen Manheimer, Mount Sinai 
Hospital, Chicago; Welch England, to 
J. L. MacFarland, 
Harrisburg Polytechnic 
Harrisburg, Penna. 

Brady K. Fowler, to Dr. Lloyd 
Florio, director, Department of Health 
and Hospitals, Denver; Newell E. 
France, to Alfred E. Maffly, admin- 
istrator, Herrick Memorial Hospital, 
Berkeley, Calif.; Robert J. Grischy, to 
Frank L. Unzicker, director, Memorial 
Hospital of DuPage County, Elmhurst, 
Il. 

Artee F. Hammond, to Charles E. 
Burbridge, superintendent, Freedmen’s 
Hospital, Washington, D. C.; William 
D. Hamrick, to Ted Bowen, adminis- 
trator, Methodist Hospital, Houston, 
Henry, to John G. 


administrator, 
Hospital, 


Tex.; James L. 
Dudley, administrator, Memorial Hos- 
pital, Houston, Tex.; Maudie L. Horne, 
to Dr. John N. Bowden, medical of- 
ficer in charge, U. S. Public Health 
Service, New Orleans. 


James, to Orville N. 
Francis 


Robert L. 
Booth, 
Memorial 
Samuel K. 


administrator, St. 
Hospital, San Francisco; 
Johnson, to William P. 


Earngey, Jr., administrator, Harris 
Memorial Hospital, Fort Worth, Tex.; 
Daniel J. Kehoe, to George E. Cart- 
mill, Jr., director, Harper Hospital, 
Detroit; Nolan R. Lackey, to Crayton 
E. Mann, administrator, Welborn Me- 
morial Baptist Hospital, Evansville, 
Ind.; John E. Milton, to Dr. Karl S. 
Klicka, superintendent, Presbyterian 
Hospital, Chicago. 

Robert T. Moore, to William S. 
Brines, director, Newton- Wellesley 
Hospital, Newton Lower Falls, Mass.; 
Forrest Neumann, to the superintend- 
ent of Methodist Hospital, Gary, Ind.; 
Donald H. Pound, to Glen W. Fausey, 
director, Edward W. Sparrow Hospi- 
tal, Lansing, Mich.; Joseph C. Rod- 
gers, to Stuart K. Hummel, adminis- 
trator, Columbia Hospital, Milwaukee; 
Andrew W. Saphiloff, to John R. Gadd, 
administrator, Vanderbilt University 
Hospital, Nashville, Tenn. 

Earl G. Skogman, to Lawrence R. 
Payne, administrator, Medical Center 
Hospital, Tyler, Tex.; Talmage D. 
Smith, Jr., to Ray Woodham, admin- 
istrator, Presbyterian Hospital Cen:er, 
Albuquerque, N. M.; John E. Straw- 
bridge, to Victor D. Bjork, adminis- 
trator, Flower Hospital, Toledo, O. 


Mary J. Sullivan, to Helen E. Syl- 
vester, R. N., administrator, Victory 
Memorial Hospital, Waukegan, IIl.; 
Masaichi Tasaka, to Herbert R. Rodde, 
administrator, Highland Park (IIl.) 
Hospital; Raymond L. Tate, to Irene 
E. Oliver, administrator, Magic Valley 
Memorial Hospital, Twin Falls, Ida. 

John H. Wisda, to John C. Gettman, 
administrator, Sandusky County Me- 
morial Hospital, Fremont, O.; Ernest 
S. Williams, to Elsie R. Hlava, admin- 
istrator, Westlake Hospital, Melrose 
Park, Ill.; Gerald D. Woods, to S. A. 
Ruskjer, administrator, Waverly Hills 
(Ky.) Tuberculosis Sanitarium. 

Maura M. Gimenez-Merlo and F. 
Thomas McCarthy had not been as- 
signed at the time of the announce- 
ment, 


Medical Society Installs 

First Negro President 

Peter Marshall Murray, M.D., director 
of obstetrics and gynecology, Syden- 
ham Hospital, New York City, was 
recently installed as first Negro presi- 
dent of the New York County Medical 
Society. 

New York County, which embraces 
Manhattan Borcugh, is the largest of 
the constituent groups of which AMA 
is comprised, 


Named Vice-President 

of Western Hospitals 

Alfred E. Maffly, administrator, Her- 
rick Memorial Hospital, Berkeley, 
Calif., was elected first vice-president, 
Association of Western Hospitals, at 
that group’s recent convention in Los 
Angeles. 

As announced in last month’s issue, 
D. L. Braskamp, administrator, Al- 
hambra (Calif.) Community Hospital, 
and John A. Dare, administrator, Vir- 
ginia Mason Hospital, Seattle, were 
named president and _ president-elect 
respectively. 

Other new officers are Wesley E. 
Lamer, administrator, Physicians and 
Surgeons Hospital, Portland, second 
vice-president; Francis O. McVey, ad- 
ministrator, Clovis (New Mexico) Me- 
morial Hospital, third vice-president; 
and William B. Hall, administrator, 
University of California Hospital, San 
Francisco, treasurer. 


Resigns Post with 
Maternal Welfare Group 
Don Richardson has resigned as exe- 
cutive secretary, American Committee 
on Maternal Welfare, Chicago, to de- 
vote more time to his job as execu- 
tive secretary, American Academy of 
Obstetvics and Gynecology, Chicago. 
He also serves as executive secre- 
tary of the Central Association of 
Obstetricians and Gynecologists, but 
plans to relinquish this job in October 
after the association’s silver anniver- 
sary meeting in St. Louis. 


Two Chicago Hospitals 
Announce Merger Plans 
Trustees of Chicago Memorial Hospi- 
tal and Wesley Memorial Hospital, 
Chicago have announced that plans 
are under way for merging the two 
institutions. 

The move is designed to expand hos- 
pital service, improve medical educa- 
tion and advance research facilities. 
The educational and research objec- 
tives will be carried out in cooperation 
with the Northwestern 
Medical School. 


University 


New York Association 

Names New Officers 

J. Russell Clark, director, Brooklyn 
(N. Y.) Hospital, was elected presi- 
dent, Hospital Association of New 
York State, at its annual meeting in 
May. 

Other officers are: Thomas Hale, 
M.D., director, Albany Hospital, first 
vice-president; A. P. Merrill, M.D., di- 
rector, St. Boniface Hospital, New 
York City, second vice - president; 
Lawrence Bradley, director, Genesee 
Hospital, Rochester, secretary; and 
Moir Tanner, director, Children’s Hos- 
pital, Buffalo, treasurer. 
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électromatically Supervises 
Bedpan Technique. 


AMERICAN STERILIZER COMPANY 
Exe, Pennsyluania 


For further information write to Dept. HE-7 


JULY, 1954 


be 
aes 
> 
4 
| / ; 
ea... 
ve 
; 
4 
i 
4 we 
4 


Every Cutter Saftitab* Stopper must 
pass the critical pressure test of this 
specially designed, extremely sensi- 
tive electro-mechanical “umpire.” 
And there’s no argument about the 
decision—either the stopper’s safe or 
it’s out—automatically. 


Of all the “open” stoppers only the Saftitab Stopper 
can be checked for solid stopper safety before it goes 
in the flasks. 


If you use Cutter Saftiflask® Solutions in your hospital 
you know you have the safety that only a solid stopper 
offers, and your staff has the convenience of the “open” 
stopper. The unique Saftitab Stopper is standard on 
all Cutter Solutions and Blood Bottles. 


*T.M. 


Get the “‘inside story’ on the Saftitab Stopper. 
Ask your Cutter representative to show you 
a cutaway of the stopper. 
Or drop us a line and we'll send you one. 
See for yourself why and how you get “solid stopper 
safety with open stopper convenience.” 


SAFTITAB STOPPER 


_ Exclusive on ALL Cutter 


SAFTIFLASK SOLUTIONS 


Saftisystem* 
BLOOD BOTTLES 


CUTTER LABORATORIES +» BERKELEY, CALIFORNIA 
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A monthly meeting place for the official 
ASSOCIATIONS OF OPERATING ROOM NURSES 


a section of special interest to 


Operating Room Supervisors, Surgeons, 
and Nurses Sponsored by ETHICON, Ine. 


contributions are welcome 


O. R. news from Nebraska concerns a new Association of Operating 
Room Nurses formed recently at Lincoln. Officers and members 
pictured above are, first row (I. to r.): Charlotte Nalley, Lincoln 
General Hospital; Elizabethe Fry, Deaconess Hospital, Beatrice; 
Emma Parks, Ora Layman and Frances Bermaster, all of Lincoln 
State Hospital; and Sister Mary Gertrude, St. Elizabeth's Hospital, 
Lincoln. 


Second row: Eleanore Boquet, Lincoln VA Hospital; Betty Lee, 
Lincoln General; Mary Hiatt, Lincoln VA; Martha Thimm, Beatrice, 
Nebr.; Jackie Nelson, St, Elizabeth's; Irene Kotas, Lincoln VA; 
Esther Kuykendall, Virginia D. Green and Rose B. Macias, all of 
Lincoln VA; Marilyn Bstandig and Norma Barfknicht, both of Lin- 
coln General; and Sister Mary Odolina, St. Elizabeth's. 


Third row: Ella Fischer, Grace Woodard, Mary Anne Pryor, and 
Jeanette Wittrock, all of Lincoln General; A. Hunter Harris, Bryan 
Memorial, Lincoln; and Donna Neuhofel, Lincoln General. 


Officers of the group, pictured at right, are (I. to r.): Miss Bo- 
quet, secretary; Miss Macias, president; Miss Fischer, treasurer; and 
Miss Nelson, vice president. 
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Obviously serious students were these book-laden nurses (I. to 
r.): Mae Ahn, VA Hospital, Coral Gables, Fla.; Virginia 
Everett, also of the VA Hospital, Coral Gables; Elise Scheal, 
Syracuse (N. Y.) Memorial Hospital: and Blanche Ferlazzo, 
Memorial Center, New York City. 


@ From Puerto Rico, from Iran, from 
Canada, and from 15 states came 60 
operating room supervisors to attend a 
five-day institute given by Carl W. Wal- 
ter, M.D., of the Peter Bent Brigham 
Hospital surgical staff in Boston. 

During the week Dr. Walter discussed 
steam and dry heat sterilization; care 
and sterilization of instruments, suture 
materials, dry goods, rubber goods, glass- 
ware, and plastics. Operating room tech- 
nics, draping, and positioning were dem- 
onstrated in the amphitheatre of the 
Peter Bent Brigham Hospital. 

Dr. Walter lectured on the design and 
organization of the central supply room Relaxing at morning coffee break (I, to r.): Mae Ahn and Virginia Everett, 
as well as technics to be used in CSR VA Hospital, Coral Gables, Fla., and Elise Scheal, Syracuse (N. Y.) Memorial 
Hospital. 

Supervisors at‘ending the institute 
were instructed in parenteral therapy 
with emphasis on operation of stills, 
preparation of pyrogen-free solutions, 
and water sterilizers. They also received 
information on blood banks which in- 
cluded phlebotomy, infusion, and preser- 
vation of whole blood. 


Carrie P. O'Quinn, VA Hospital, Salisbury, 
N.C.; Ruby Matsinger, Cabarrus Memorial Hos- 
pital, Concord, N.C.; and Marjorie C. Me- 
Donald, also of VA Hospital, Salisbury. 


L. to r.: Mary Gilmore, St, Elizabeth Hospital, Elizabeth, 
N. J.; Elizabeth Nicholson, Beth-El Hospital, Brooklyn, N. Y., 
and Sister Cornelia Agnes, also of St. Elizabeth Hospital. 
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Sister Marie Paula (I.) and Sister Mary Rosina, both of Halifax 
Infirmary, Halifax, Nova Scotia, Canada. 


Talking things over at breakfast are (I. to r.): Irma Portuluzzi, VA Hospital, West Haven, Conn.; Mary 
Haralson, Lanier Memorial Hospital, Langdale, Ala.; Bonaventura Markel, VA Hospital, San Patricio, San 
Juan, Puerto Rico; and Arlene Parker, Arnot-Ogden Memorial Hospital, Elmira, N. Y. 


Marianne Carter (I.), South Shore Hospital, 
Chicago, with Anne E, Raymond, Massachusetts 
General Hospital, Boston; Jean E. Christie, 
New England Deaconess Hospital, Boston, and 
Sarah R. Rowley, also of Massachusetts Gen- 
eral Hospital. 


Lydia Fales, Sturdy Memorial Hospital, Attleboro, Mass.; Constance Dionne, : 
St. Mary's General Hospital, Lewiston, Me.; Marie E. Zulauf, Passaic (N. J.) ; 
General Hospital, and Lois A. Walheim, Monmouth Memorial Hospital, Long 

Branch, N. J. be 
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Cardiac Arrest 


by Egbert H. Fell, M.D., and Eileen Heckel, M.D. 


This report on cardiac ar- 
rest was given by Eileen 
Heckel, M.D., staff mem- 
ber, Anesthesia Depart- 
ment, Presbyterian Hos- 
ital, Chicago, at the recent 
Tri-State Hospital Assem- 
bly held in that city. The 
paper, prepared by Egbert 
H. Fell, M.D., F.A.C.S., 
and Dr. Heckel, aia Dr. Fell is clinical professor of 
surgery, University of Illinois College of Medicine, and 
attending surgeon, Presbyterian and Cook County Hos- 
pitals, Chicago. 
O N JANUARY 28, 1848, Hannah Greener,’ a 15-year- 
old girl, died under chloroform anesthesia during 
surgery for the removal of a toenail. Alcoholic spirits 
and water were poured down Hannah Greener’s throat 
that day—probably thereby drowning her—and an attempt 
was made to bleed her. 

Certainly since that day, and probably long before that, 
cardiac arrest has been a matter of grave concern not only 
to the surgeon and the surgical team, but to the entire 
medical and scientific world. 

The term “cardiac arrest” has become a catch-all ex- 
pression. There is no general agreement as to the limita- 
tions of the words. However, cardiac arrest is not an 
incident which is peculiar to surgery. It is one that may 
occur any place in the hospital—in the examining room, 
the medical ward, the obstetrical floor—or, for that mat- 
ter, it may and does occur on the street and in the home. 
It is, however, those cases which occur in surgery that 
are of particular interest to you and to me, and, conse- 
quently, we shall limit our attention to this group. 

When cardiac arrest occurs in a surgical amphitheater, 
it is a harrowing experience, to say the least, as anyone 
who has been through one can testify. It is not a problem 
that we are able to instinctively meet and automatically 
care for in an effective way, unless we have devoted time 
and effort to the organization of a program expressly de- 
signed to meet this particular emergency. 

It is a problem that requires the closest cooperation 
and perfect teamwork on the part of the operating room 
personnel, the anesthesiologist and the surgeon. In the 
first place, it is important to admit that it can happen to 
you. It is only by knowing what to do, when to do it, and 
on whose shoulders rests the responsibility of getting it 
done, that the patient is offered a chance of survival. 

The time to gain this knowledge is before the emergency 
arises; and, of course, an animal laboratory is the best 
place to gain experience and condition our reflexes so that, 
when calamity strikes, we will be able to react without 
loss of vital time, and so that everything possible will be 
done to retrieve a cause that will probably be lost unless 
we have so trained ourselves. We must realize that time 
is of the utmost importance. We have only three and one- 
half minutes in which to offer the patient a chance for 
complete recovery. 

The operating room personnel, the anesthesiologist and 
the surgeon each play a vital role. Each must be in a 
position to carry out his or her obligation in an effective 
eadence, or chaos will surely reign. Let us see how each 
member of this team can best prepare himself to discharge 


iBeecher, H. K.: Anesthesiology, 2:443, 1941. 
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his responsibilities most effectively; for it is only by care- 
ful planning that we will be able to give a good account 
of ourselves under emergency conditions. 

It is the duty of the operating room supervisor to see 
that the operating room personnel is acquainted with the 
problem and is rehearsed in its duties and responsibilities. 
There should be available and ready on demand a sterile 
thoracotomy setup. The essentials are a scalpel, a rib 
retractor, three sterile syringes and hypodermic needles. 
In every department of surgery, there should be an elec- 
tric defibrillator, and all personnel should know its loca- 
tion. The drugs which should be kept with the thoracotomy 
setup are adrenalin 1:1000 and 10 percent calcium 
chloride. 

The anesthetist must be thoroughly acquainted with 
the technic of artificial respiration, maintenance of an 
absolutely clear airway and the removal of carbon dioxide. 
The necessary pieces of equipment are a pharyngeal air- 
way, a tank of oxygen with a pressure-reducing valve, a 
rebreathing bag and a mask. 

An endotracheal tube, while not indispensable, gives a 
great deal of added security and prevents gaseous dis- 
tension of the stomach which will almost invariably occur 
when artificial respiration is performed by the mask tech- 
nic on a patient whose musculature is in a cadaveric 
state of relaxation. Any well-trained anesthesiologist can 
insert an endotracheal tube in a matter of seconds. 

It is the obligation of every surgeon, irrespective of his 
specialty, to be thoroughly familiar with the technic of 
getting into the chest and performing adequate cardiac 
compression. The chest surgeon naturally has no qualms 
about opening a chest, but, unfortunately, cardiac arrest 
is no respector of persons, and all too often it is the oto- 
laryngologist, the ophthalmologist, the orthopedist, the 
gynecologist, or the general surgeon who is suddenly con- 
fronted with a pulseless, pressureless patient. He has 
three and one-half minutes in which to restore the patient’s 
oxygen system or be faced with failure or partial failure. 

This does not mean that the patient’s heart must be 
functioning under its own power or that the patient must 
be breathing on his own, but it does mean that within 
three and one-half minutes he must be propelling oxygen- 
ated blood supplied by the anesthetist to the patient’s 
vital centers. Hemmed in by this time limitation, it is 
just as important to know the things not to do as it is to 
know the things to do. He must not take time to demon- 
strate to everyone in the operating room that the patient 
is without doubt “200 percent dead,” for “anoxia not only 
stops the machine but wrecks the machinery.” 

He must not send for “another blood pressure cuff or 
change the one that is on the patient to the other arm. 
He must not send for an electrocardiograph machine. He 
must not inject medication intramuscularly, intravenously, 
or even into the heart through the chest wall. He must 
not scrub or drape the field. This is all wishful thinking 
and it is wasting precious minutes. 

He must get into the patient’s chest and start artificial 
circulation by effective cardiac compression in order to 
provide the brain with oxygenated blood within the speci- 
fied period, for it is the brain which is most sensitive to 
oxygen want. 

INCIDENCE 

Is cardiac arrest increasing in frequency? That ques- 
tion cannot be finally answered until more statistics are 
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collected and analyzed. The statistics available vary 
widely on this subject, and vary from 1:4953* anesthetics 
of all kinds in one report to 1:804° procedures. This varia- 
tion points up to the necessity for a clear definition of 
the limitations of incidences which should be called car- 
diac arrest. 

However, there are some rather astute observers who 
are of the opinion the incidence is increasing. The opinion! 
has been expressed that it may occur as often as once in 
every one thousand surgical procedures. 

If it be true that it is increasing, why is it increasing? 
The answer to this may lie in a number of directions. In 
the first place, the scope of surgery has broadened. Opera- 
tions are commonplace today on organs such as the brain, 
the lungs, and the heart which not too many years ago 
were considered inviolate. 

In the second place, it has been suggested by some that 
today there is a tendency to administer a multiplicity of 
depressing drugs and agents to patients both before and 
during surgery. In the third place, life insurance statis- 
tics have shown that life expectancy has increased appre- 
ciably in the past two decades. Consequently we are un- 
doubtedly operating on more older patients at a time of 
life when there are already more pathological changes in 
their vital organs. 

Perhaps, too, we are performing more operations of a 
serious nature on the very young at a period when their 
metabolic requirements are high, when their reflexes are 
more sensitive to the potentiating effect of anoxia, and 
when the margin of error tolerated is narrower than at a 
little later period in life. Critical statistical analysis may 
show that all these factors and perhaps others are con- 
tributory. 

If it be true that cardiac arrest may occur as often as 
once in every thousand cases, what do these figures mean 
to us? They have two implications. In the first place, 
every busy surgical department may likely be confronted 
with the situation anywhere from once or twice a year 
to as many as five or six times a year, depending upon 
the number and kinds of surgical cases handled (One 
observer reported having compressed 48 hearts in the last 
five years). In the second place, Hosler'! has pointed out 
that as ten million surgical procedures are performed in 
this country yearly, there may be as many as ten thousand 
cardiac arrests—and perhaps even more. 


ETIOLOGY 

What is the cause or what are the causes of cardiac 
arrest? There are unquestionably a multitude of trigger 
factors occurring singly or in combination which can 
initiate the chain of events which results in this nerve 
racking syndrome. Irrespective of the precipitating cause, 
there is one thing which one can say without fear of 
contradiction—and that is that the damage is done by the 
anoxia of the vital centers and tissues. The exact role 
played by hypercardia has not as yet been too clearly 
delineated. 

It has long been known that oxygen is necessary to 
maintain life. The organism must not only have oxygen 
for all of its metabolic processes. It must also rid itself 
of the waste products of metabolism, of which the elim- 
ination of carbon dioxide is of paramount importance. It 
is convenient to think of the oxygen system of the body 
as being composed of four components—ventilation, res- 
piration, circulation and tissue utilization. 

Now, a breakdown in any one of these component parts 
will result in the delivery of insufficient oxygen to the 


‘Bonica, J.: Current Researches Anes and Anal, 31:1, 1952. 
‘Gillispie, N. A.: British J. Anes, 19:1, 1944. 
‘Hosler, A.: Manual of Cardiac Resuscitation, Thomas, 1954. 
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vital tissues to maintain their viability. By ventilation, 
inspired oxygen is transported from the external environ- 
ment to the alveolar sacs. Some of the factors which may 
interfere with the delivery of adequate oxygen are: 

1. Obstruction in any part of the tracheobronchial tree, 
as by the falling back of the tongue. 

2. The presence of foreign bodies, blood, mucus, or 
vomitus, or obstruction by tumors. 

3. A dimunition of the tidal or minute volume by drugs 
which depress the medullary centers, as is the ease in the 
overdosage of morphine and certain anesthetic agents, or 
by the effect of such drugs as curare and curare-like drugs 
upon the muscles of respiration. 

4. The gaseous mixture delivered to the alveoli may 
not contain enough oxygen to supply the needs of the 
organism, as may occur when the concentration of the 
anesthetic agent is too high. 

From the alveolar sacs, oxygen passes by a process of 
diffusion across the alveolar membrane; and this process 
may be interfered with by the presence of any one of a 
number of pathological processes, such as fibrosis, edema, 
pneumonic processes, ‘tuberculosis, etc. 

Once across the alveolar barrier, most of the oxygen 
is picked up by the hemoglobin of the red blood corpuscles 
and propelled by a central driving force or pump, the 
heart, through the vast network of arteries, arterioles 
and capillaries to aJl the tissues of the body, both vital 
and expendable. Many things may cause an inadequacy 
of the circulatory system, such as an insufficient amount 
of hemoglobin to transport the oxygen as in severe anemia 
or hemorrhage; or an inadequate blood volume as in 
shock or hemorrhage. 

Decompensation of the heart itself may occur as the 
result of intrinsi: pathology of the myocardium or vas- 
cular supply; anoxia of the myocardium; drugs directly 
affecting the myocardium; the effect of certain anesthetic 
agents like chloroform, ethyl chloride, cyclopropane, and 
trichlorethylene in sensitizing the conducting mechanism 
to the effect of either endogenous or exogenous epineph- 
rine, thereby precipitating ventricular fibrillation; or by 
reflex mechanism acting on an anoxic myocardium, 

Lastly, the oxygen system will be ineffective if the tis- 


sues are unable to use the oxygen which has been brought 
to them by the circulation. This may occur if the vital 
tissues have been without oxygen for a period of time 
which exceeds their viability or beyond the point at which 
they are able to recover. It may also be caused by drugs, 
chemicals or anesthetic agents in overdosage. 
PREVENTION 


This is certainly one instance in which prevention should 
receive a major attention. The best prevention is careful 
attention and correction of any of the myriad conditions, 
such as noted in the preceding paragraphs, which may 
lead to the delivery of insufficient oxygen to the vital cen- 
ters. Let us recapitulate just a few of these: 

1. A careful evaluation of the physical status of pa- 
tients before surgery, with the institution of regimes to 
put them into the best possible physical condition, with 
emphasis on the cardiovascular and respiratory reserve. 
Hemoglobin and blood volume deficits as well as electro- 
lytic and endocrine imbalances should be corrected. 

2. Elimination of sources of human error where pos- 
sible by: (a) careful checking of labels on all drugs ad- 
ministered to prevent errors in kind or dosage of drug ad- 
ministered; (b) pin index systems on anesthetic machines 
to aid in inadvertent administration of wrong gases. 

3. Administration of adequate but not depressing doses 
of premedication. 

4. Maintenance of adequate oxygenation of patients 
(Continued on next page) 
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CARDIAC ARREST Continued 


during and after surgery by: (a) the avoidance of ob- 
struction and meticulous attention to keeping the airway 
clear; (b) by adequately ventilating the patient with gas 
mixtures containing more than basal oxygen; and (c) the 
removal of carbon dioxide. 

5. Keeping anesthetic administration simple. 

6. Constant vigil over the cardiovascular and respira- 
tory status of the patient during surgery. The anesthetist 
who sits with arms folded, gazing into space, is courting 
disaster. 

7. Due care on the part of the surgeon with regard to: 
(a) length of operation; (b) careful handling of tissues; 
(c) avoidance of noxious reflexes in cooperation with the 
anesthesiologist by the judicious use of procaine where 
indicated. 

8. A postoperative recovery room is a good investment 
as a certain percentage of cardiac arrests occur during 
the recovery period. 

DIAGNOSIS 

It is felt by some, a belief in which we concur, that 
“sudden unwarned” cardiac arrest is a rare occurrence. 
We do believe that it may be “suddenly noticed.”” We have 
watched hearts stop beating in the laboratory and during 
thoracic surgery. We have yet to see the heart in a well 


oxygenated animal that was beating at a normal rate, 
maintaining a normal blood pressure at one instant and 
not beating the next. 

There are usually premonitory signs: a change of heart 
rate, a change of blood pressure, or a change of color of 
the blood or skin. Constant vigilance must be maintained 
‘n order to detect the appearance of signs which may 
mean that difficulty is in the offing. After it occurs, the 
diagnosis is c»vious. There is no pulse, there is no blood 
pressure, the pupils dilate widely and do not react to light, 
and there appears a purplish mottling of the skin. 


ACTIVE TREATMENT 

When it is recognized that there is no pulse and no 
blood pressure, it is time to act. If the emergency has 
been prepared for in the way suggested earlier, there will 
be no confusion. The anesthetist will take charge of the 
patient’s ventilation and administer oxygen under pres- 
sure through an open airway; the operating room per- 
sonnel will immediately produce the thoractomy setup 
consisting of the sterile instruments, the drugs that may 
be required, and the defibrillating machine; the surgeon 
will without hesitation open the left chest and start car- 


diac compression, thus restoring circulation and being 
certain that it is effective by knowing that he is producing 
a peripheral pulse. 

It is only now, after artificial respiration and artificial 
circulation have been started, that he may consider sup- 
plementary measures, such as drugs, and transfusions. 
When he opens the chest he may find that the heart is in 
complete standstill, that it is beating so weakly that a 
peripheral pulse and blood pressure are being produced, 
or that it is fibrillating. What he does after starting 
compression will depend upon the state of the heart and 
its reaction to the compression. 

After a few vigorous compressions of the heart, the 
heart may regain its tone and resume its rhythm and con- 
tinue under its own power as though nothing had hap- 
pened—provided the interval of anoxia has not been too 
long. If the heart doesn’t react in this way after a rea- 
sonable period of compression, the surgeon may desire to 
inject a little 1:1000 epinephrine into a chamber of the 
heart or some calcium chloride to improve the tone of the 
myocardium. Intravenous or intro-arterial infusions of 
blood or of a volume expander may be in order. 

If the heart is fibrillating, once the circulation has been 
restored by compression, electrical defibrillation is indi- 
cated. 

How long should compression be continued? Certainly 
as long as a pulse and blood pressure are being maintained 
and the patient appears oxygenated, there is hope that 
the heart will recover. There are reports of complete re- 
covery after several hours of artificial respiration and 
circuJation. 

PROGNOSIS 

Having met all the requirements, what are the chances 
of suecess? 

That not all patients can be saved is evidenced by the 
fact that not every heart can be made to start and con- 
tinue under its own power, even when cardiac arrest 
occurs during thoracic surgery when the chest is already 
open and the airway already under control. 

However, the number of patients that are saved, even 
with our known error and human shortcomings, make it 
mandatory that we exert every effort toward preparation 
and training of personnel in order that if the occasion 
arises—which we hope it will not—the patient will be 
given the full benefit of present-day knowledge. Universal 
application of principles and technics outlined will re- 
sult in a very satisfying improvement in the salvage 
rate of these otherwise doomed patients. 


New Developments in Anesthesia 


@ Abuse of parenteral fluids, cardiac arrest, anesthesia 
for children, and special anesthesia technics were among 
subjects discussed at the Conference of Anesthetists dur- 
ing the recent Tri-State Hospital Assembly held in Chi- 
cago. Abstracts of two of these papers follow. The others 
will be reported next month. 


Abuse of Parenteral Fluids 


Robert E. L. Berry, M.D., Associate Professor of Surgery, 
University of Michigan Hospital, Ann Arbor, Mich.— 
Glucose and water solutions should be used, rather than 
sodium chloride solutions, to initiate intravenous fluids at 
the beginning of the operation, as this will prevent un- 
necessary sodium salt loading. 

There is no substitute for whole blood during operation, 
particularly if the operation is of considerable duration 
and magnitude and the blood loss is greater than 500 cc. 
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Postoperatively it would be ideal to provide exactly 
what is needed. Practically, this is impossible because of 
the numerous variables in post-operative care, the indi- 
vidual handling of supportive fluids, and defects in our 
knowledge. 

Careful correlation of postoperative physical findings 
and laboratory examinations is necessary if maximum 
safety of parenteral fluid administration is to be obtained. 

Administration of sodium salt solutions as a source of 
water should be avoided. Volume for volume replacement 
of extrarenal losses of fluid with sodium salt solutions of 
approximate constitutents must be done if electrolyte de- 
pletion is to be avoided. 

Amino acid solutions are of little benefit in the days 
immediately following operation in well nourished pa- 
tients. They may be of considerable help in long-term 
fluid therapy. In the presence of hepatic damage, caution 
should be exercised during their administration. 
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Anesthesia for Children 


G. C. Kreuter, M.D., Attending Anesthesiologist, Milwau- 
kee (Wis.) Children’s Hospital—The ideal preoperative 
state is that of the drug-induced hypnosis in which the 
child is very drowsy but still cooperative. In addition, a 
state of amnesia may be added so that the child has no 
recollection whatsoever of his experience. 

The amount of the drugs used for premedication is usu- 
ally determined by body weight. Children under twenty 
pounds get no premedication. The dosage range starts 
with the twenty pound child who receives pentobarbital 
', grain and scopolamine 1/350 grain. The dosages are 
gradually increased to a point where the large child, 
weighing over one hundred pounds, will receive pento- 
barbital 1!2 grains and scopolamine 1/150 grains. In 
place of the above schedule of premedication, it is some- 
times advantageous to use a rectal barbituate such as 
thiopental. 

Premedication may be markedly reduced, or omitted 
entirely, in children of poor general physical state, or in 
children who have illnesses that may increase the hazards 
of the anesthetic. 

The use of the open mask technic for the administra- 
tion of ether provides a relatively safe, effective means 
for anesthetizing young children. For the individual who 
works with children only occasionally, it is an ideal 
method. 

However, even with a technic as simple as this, there 
are dangers which are many times overlooked. It has been 
shown that the oxygen content under the mask falls to 
alarmingly low levels during the ordinary course of anes- 
thesia. If supplementary oxygen is not administered, 
there is danger of hypoxia developing in the child. The 
addition of 500 cc. or 1 liter flow of cxygen per minute 
under an open ether mask throughout the conduct of the 
anesthetic, will remove this hazard. 

In using the ether blower for the oral or pharyngeal 
insufflation of air-ether mixtures, as is commonly employed 
for tonsillectomies or similar operations, caution must be 


New officers of the Tri-State Nurse Anesthetists’ Association are 
(I. to r.): Catherine Gallagher, R.N., Jackson Park Hospital, Chicago, 
vice chairman; Matilda A. Welinske, R.N., Resurrection Hospital, 


exercised if oxygen is to be added to the anesthetic mix- 
ture. 

Many times when the insufflation technic is used, 
respiratory obstruction is present. It may be due to a 
tongue retractor or to some other instrument, or it may 
be due to blood or secretions in the airway. The obstructed 
airway will usually manifest itself by such changes as 
cyanosis, labored respiration, or increased pulse rate. 
However, if oxygen is added to the anesthetic mixture, 
many of these warning signs will be masked. The ob- 
structed airway remains but the gaseous exchange on 
respiration is still inadequate and carbon dioxide excess 
develops in the child. 

When using an anesthetic machine with a closed or 
semi-closed technic, we must keep in mind that children 
are not merely small adults. Hazards such as excessive 
dead space, valvular resistance and ineffective absorption 
of carbon dioxide are of even more importance in anes- 
thetic management in children than they are in that of 
adults. 

Hypoxia is by far the most dangerous of the complica- 
tions of anesthesia. Many times it goes unrecognized and 
the consequences are terrible. 

We must remember that any noisy breathing is ob- 
structed breathing. It is our duty to prevent it. 

Shock occurring during a surgical procedure is not un- 
usual, In most instances, this condition is easily corrected 
by transfusing the patient with whole blood. 

In recent years it has been shown that deep anesthesia 
interferes with the body’s mechanisms of defense against 
shock. The combination of surgical trauma and deep anes- 
thesia may place the child in a precarious state of circu- 
latory depression. 

Bearing this in mind, we should strive for only that 
level of anesthesia that allows the surgeon to perform his 
work in a satisfactory manner. 

We should attempt to suit the anesthetic level to the 
depth needed at any particular time, allowing the level 
to come up during those times that deep anesthesia is not 
necessary, 


Chicago, chairman; and Esther L. McDermott, R.N., Walther Me- 
morial Hospital, Chicago, secretary-treasurer. The association met 
during the recent Tri-State Hospital Assembly held in Chicago. 


uestion 


Q. One of the surgeons has remarked that detergents 
used in the cleansing of glassware, particularly in the 
case of suringes, have been considered likely agents in 
the cause of severe reactions to spinal injections. Can 
you furnish us with any information concerning the 
following: 

1. Have you had any similar complaints from other 
doctors or hospitals? 

2. Is it possible to obtain the names of the residual 
chemicals? 

3. Has any research been made with animals to dis- 
cover the effects of the residual chemicals on organ- 


isms ? 


A. Residual germicides and detergents in syringes 
and needles have been demonstrated to be the cause of 
severe reactions and, indeed, paraplegia when intra- 
thecal medications are administered in carelessly 
cleaned equipment. Several articles have appeared in 
medical literature describing such accidents. 

It is incumbent upon the hospital to wash syringes 
and needles with a non-ionizing detergent and to rinse 
these parts copiously with distilled water. A mechan- 
ical washer should be used because it can be relied 
upon to rinse adequately. The syringe parts should be 
dried thoroughly prior to sterilization and should be 
sterilized by dry heat to avoid the leaching effect of 
steam on the ground glass surfaces. This effect in it- 
self liberates enough alkali to cause a deterioration of 
sensitive drugs such as procaine, 


Q. I would like to sterilize all our syringes with dry 
heat using the plastic tip method. At our last central 
supply committee meeting, the practice was questioned 
by one of our doctors. He felt that these syringes, open 
to the air, would become contaminated around the 
plunger as it fit into the barrel. Then again, water or 
medication might be spilled over the syringes. I did my 
best to explain that all this could happen to wrapped 
syringes. May I ask your advice on this? 


A. There has been little difficulty with the use of 
syringes sterilized with a plastic syringe tip. It is true 
that the objections to this technic are valid from a 
theoretical point of view, but they apply equally well 
to all syringe technics which I have studied. 

The plastic sheath technic for sterilizing and dis- 
pensing syringes is the practical, economical way of 
providing each patient with a heat sterilized syringe. 
When used with average care it is bacteriologically 
safe, When used carelessly, no syringe technic can be 
depended upon. 


Q. I have had the pleasure of attending your classes 
on operating room technic and management, and have 
attempted to carry forth your teachings. The problem 
of sterilizing metal with cloth has arisen. We have 


Each month questions pertaining to 

O. R. problems and technics will be 
answered by Dr. Carl W. Walter, 
nationally known for his operating room 
technic courses and as the author of 
“Aseptic Treatment of Wounds” 
(MacMillan). Questions should be 
addressed care of the 

O. R. Editor, Hospital Topics. 


been inserting our cysto pans within our cysto packs, 
and apparently there is some question as to their ster- 
ility. They have been run the required time at the 
required temperature. Is there a ruling against com- 
bining the metal with cloth? 


A. I know of no contraindication to sterilizing basins 
and textiles together provided all the precautions for 
assuring sterility are observed. The pack must not be 
so dense as to impede penetration by steam. The basins 
must not be nested, and in the sterilizer the whole must 
be positioned to provide for a horizontal path for escape 
of air. The exposure time is 30 minutes at 121°C. 
(250°F.). 

Q. Several times questions have arisen among our 
surgeons and nurses concerning the use of wet drapes, 
and whether or not they are surgically safe. I would 
appreciate your opinion regarding the following situa- 
tions: 

1. When sterile towels, wet with water, are draped 
about a wound, is the prepared skin area beneath con- 
sidered contaminated if penetration to it is complete? 

2. If sterile water or normal saline has dripped onto 
the Mayo stand or the nurse’s back table during the 
course of an operation, penetrating the four layers of 
drapes, is the material contaminated? 

3. If, during a Caesarean section, amniotic fluid 
penetrates beyond the surgically prepared area, is this 
considered contaminated? 

4. If the surgeon’s gown (two thicknesses) should 
become wet with sterile water or the patient’s blood, 
should he be expected to change if it involves his fore- 
arm, elbow or the bodice portion of the gown? 


A. Dry towels do not present a mechanical barrier to 
fluids carrying bacteria in the sense that a sheet of 
cellophane would prevent such liquid from penetrating 
the barrier. Thus, if a towel is placed in a pool of 
contaminated liquid on a Mayo stand, the liquid would 
carry the bacteria upwards into the towel. Similarly, 
if a sterile towel were applied to a sterile Mayo stand 
and contaminated fluid were dropped onto the towel, 
it would penetrate it and contaminate the Mayo stand. 

Several layers of textile on a Mayo stand serve as 
a sterile field for appreciable periods when sterile solu- 
tions are dropped on the towels and gradually soak 
through. Bacteria on the Mayo stand may become mois- 
tened and begin to multiply, but it takes several hours 
for them to grow up through the tract of the moisture 
to contaminate the presenting surface. 

Perspiration soaking through the surgeon’s gowns 
certainly contaminates the presenting surface of the 
gown. On the other hand, the patient’s blood or saline 
solution moistening the skin of the wrist above the 
cuff of the glove is not a severe hazard because the 
skin has previously been disinfected. 
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What Makes a Successful 


@ The operating room presents many 
problems too complex to be solved by 
individuals. The process of group ac- 
tion or of staff conferences is an in- 
dispensable means of solving .these 
problems. 

In order to have a successful con- 
ference, it is necessary to have a 
skillful leader who is able to consider 
all participants and bring them into 
a working harmony. This article is 
written for the inexperienced who are 
called upon to assume the role of 
leader in small conferences. 

First, the leader must have a defi- 
nite and convincing reason for bring- 
ing the group together. It is her duty 
to prepare an agenda of problems to 
be covered, determine the sequence, 
and organize them into immediate and 
long-term areas. She arranges for the 
time and a place removed from work 
activities, where disturbances will be 
at a minimum. 

She should realize that the confer- 
ence is not held for her but for the 
purpose of stimulating other minds 
and evolving ideas that bring results 
acceptable to all. By reasoning to- 
gether harmony is created. It is im- 
portant to know the extent of author- 
ity granted to the group. It is a very 
disappointing situation, if an agree- 
ment is reached, to find that higher 
authorities will not approve or accept 
it. 

A skillful leader must acquire the 
use of effective technics. It is her 
duty to direct, guide and point the 
way but her followers decide if the 
way is good. Some of the ways and 
means which she may wish to check 
are given here. 

LEADERSHIP RESPONSIBILITIES: 

1. State problems accurately and 
fully. 

2. Clarify meanings and help all to 
understand. 

3. Encourage participants to: 

a. State all points of view 

b. Share experiences and needs 

c. Make suggestions and ex- 
press feelings 
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4. Plan for democratic action and 
on-the-job application. 

5. Try to keep tone of meeting im- 
personal. 

6. Tactfully discourage digression. 

7. Keep problem-solving position 
clear. 

8. Recognize and respect individual 
differences. 

9. Keep atmosphere free from pres- 
sure. 

10. Be responsible for members who 
talk too much and those who do not 
talk at all. 

11. Give praise when due. 

12. Guard against: 

a. Details which impede 
progress 

b. Members making points 
against each other 

ce. Loss of control 

d. Planning too much 

13. Help keep thinking straight and 
direct toward final solution. 

14. Control length of conference, 
allowing time for in-session evalua- 
tion. 

15. Arrive at decision — may be 
done by voting or agreement, may be 
reached by summarizing. 


DESIRABLE LEADERSHIP TRAITS: 

1. Good manners, 

2. Friendly and sincere. 

3. Genuine enthusiasm and interest. 

4. Humility and understanding in 
guidance. 

5. Wholeness of drive and outlook. 

6. Impartiality and freedom from 
bias. 

7. Open-mindedness — inviting sug- 
gestions. 

8. Sense of purpose and direction. 

9. Outward calm and -quiet control. 

10. Firmness without severity. 

If conflict occurs during the con- 
ference, allow release of feelings, but 
draw attention to the need of under- 
standing. Summarize in a quiet tone, 
and bring the reply back to the leader. 

The discussion may reach a point 
of great tension when unpleasant feel- 
ings are created. It may prove help- 
ful, at this time, for the leader to 


Leader? 


ask for a complete pause or moment 
of silence to give time for participants 
to deliberate and realize the impor- 
tance of working in harmony. If cer- 
tain members prove disturbing, it 
may be necessary to talk to them la- 
ter, as a rebuke during the confer- 
ence may have a bad effect. 

In bringing the conference to a 
conclusion, the leader may make sug- 
gestions for post-meeting evaluation 
and give plans or ideas and assign- 
ments for the next conference. As in 
all other skills, leadership ability 
grows with experience and practice, 
and in this instance is measured by 
the success of the meeting. 

Leadership talent is sometimes dis- 
covered in groups and if the chair- 
manship is rotated, an opportunity is 
given for other members to lead. Re- 
member also that success depends not 
only upon what the leader accom- 
plishes but how she accomplishes it. 


PROBLEM CORNER 


Q. Planning vacation time seems to 
be a problem in our operating room. 
The majority of our staff members 
prefer vacation time in the summer, 
and senior members believe they 
should have first choice. The same 
problem comes up for legal holidays. 
No relief is provided, and for this 
reason there is a limit to the number 
who can be away at one time. In an 
effort to be fair to all, we would like 
suggestions or information as to how 
this is managed in other hospitals. 

A. There seems to be no easy solu- 
tion to this problem, although it exists 
in many hospitals. If no relief is pro- 
vided and consideration must be given 
to seniority, time of year, school pro- 
grams, relatives, sickness, and other 
emergencies, it is most difficult to fol- 
low a definite plan unless there are 
no exceptions and the rule is simple. 
method of 
“drawing slips from the hat,” and 


One hospital uses the 


then individuals may exchange with 
each other if it is agreeable and the 
Another hos- 


supervisor approves. 


(Continued on next page) 
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Smith & Underwood 


“IN and OUT” 


REGISTER 


Here it is—-the new Smith & 
Underwood Register for ten doc- 
tors (50-doctor size available) 

When all green lights are 
on it means all doctors are in 
the hospital ... If all red lights 
are on, too, it means the doctors 
are in a staff conference or in 
the operating room and should 
not be disturbed. Messages may 
be placed in the register’s slots 
for later attention. 


This new register is inexpensive 
yet it efficiently handles a big 
job in the hospital. The register 
won’t wear out and it is fully 
guaranteed for five years. A 
single neon tube is the sole 
means of illumination (spare 
tube is clipped inside the regis- 
ter). When a button is punched 
it picks up the light through a 
green or red filter; when it is 
pulled out the light is blocked 
out... There is no maintenance; 
and you simply plug into an out- 
let for immediate use. 


Order today —vreturn for full 
credit if not fully satisfied. 


Smith & Underwood 
1847 N. MAIN STREET 
ROYAL OAK, MICH. 


Tell O.R. Program 
| For Surgeons’ Meet 


For the third straight year, sessions 
for operating room nurses will be held 
during the annual congress of the 
United States and Canadian sections 
of the International College of Sur- 
geons, scheduled for September 7-10 
at the Palmer House, Chicago. 

Presiding at the sessions will be 
Evelyn J. Owens, R.N., operating 
room supervisor, Wesley Memorial 
Hospital, Chicago, and chairman, Op- 
erating Room Nurses’ Section, First 
District, Illinois State Nurses’ Asso- 
ciation. 

A symposium on sterilization, on 
Tuesday afternoon, September 7, will 
be moderated by Marian Fox, R.N., 
nursing specialist, American Hospital 
Association. One of the two partici- 
pants will be John Perkins, research 
director, American Sterilizer Co. The 
other is to be announced, 

“Principles of Supervision” will be 
discussed at the session from 9-11 a.m. 
Wednesday, September 8. The speaker 
is to be announced. 

The Wednesday afternoon session 
will feature a lecture on principles 
and methods of teaching applicable to 
the basic curriculum in the operating 
room. There also will be a discussion 
of audio-visual aids in the operating 
room. Both speakers are to be an- 
nounced. 

A talk on the operating room nurse’s 
legal responsibilities will be given at 
the Thursday morning session. 

The afternoon session September 9, 
to be held in conjunction with the 
surgeons’ meetings, will be on “Oper- 
ating Room Emergencies.” The panel 
will include: Max Sadove, M.D., Chi- 
cago, professor of surgery, and head, 
department of surgery, University of 
Illinois, moderator; Gordon M. Wyant, 
M.D., Loyola University, Chicago, 
who will discuss “Reactions to Local 
Anesthesias”; Ernst T. Morch, M.D., 
University of Chicago, who will talk 
on “Shock—Recent Developments in 
Therapy”; and Philip Thorek, M.D., 
University of Illinois, Chicago, whose 
subject will be “Cardiac Arrest — 
Cause, Prevention, and Management.” 

The final session Friday afternoon 
will be on “Teaching the Technical 
Aide.” 

The complete program for the meet- 
ing will be published in the August 
issue of HOSPITAL TOPICS. Fur- 
ther details may be obtained from 
Evelyn J. Owens, at Wesley Memorial 
Hospital, Chicago, or from Laura 
Jackson, Congress Manager, Inter- 
national College of Surgeons, 1516 
Lake Shore Drive, Chicago 10. 
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POSITIONS OPEN 


ANESTHETISTS: (a) Also qualified 
as administrator; voluntary general 
hospital 30 beds; $6-$7,500; Texas. 
(b) 16 man group, mostly Diplomates; 
own hospital 85 beds; $7,200 or fee- 
for-service; central. (c) General vol- 
untary hospital 300 beds; $6,000; ex- 
cellent policies; city 400,000 univer- 
sity medical center; Middle West. (e) 
General voluntary hospital 200 beds; 
3 RNA’s and medical anesthetist in 
department; $5,000 up; town 40,000 
short distance from university med- 
ical center; South. 


SUPERVISORS: ©.R.; to reorganize 
and administrate department; im- 
portant teaching hospital 250 beds: 
$400; Chicago. 


WANTED 


ADMINISTRATIVE SUPERVISOR, operatinc 
room. 225-bed general hospital, with new 
modern surgeries being planned to meet 
immediate expansion program. Top salary 
to qualfiied person, 40-hour week. Apply 
Director of Nursing, San Jose Hospital, San 
Jose, Calif. 


SUPERVISING OPERATING ROOM 
NURSE wanted immediately for new 
surgical unit, 400 bed chest hospital, 
located outside of Buffalo, New York. 
Maintenance available. Starting annual 
salary for 48-hour week $4,863, Maxi- 
mum after 5 years service $5,867. Liberal 
vacation and sick leave; State pension 
Apply Director, J. N. Adam 
Perrysburg, New 


system. 
Memorial 


York. 


Hospital, 


O.R. PROBLEM CLINIC continued 

pital follows the rule of all employees 
rotating, taking a summer or fall va- 
vation one year and a winter or spring 
vacation the next. In both instances 
it is necessary to keep accurate rec- 
ords. As for the holiday time, another 
problem is created because we often 
have the “privilege seeker.” I have 
found that giving her the list and let- 
ting her contact and arrange holiday 
time for each member of the staff 
makes her aware of her own selfish- 
ness and the feelings of others. Usu- 
ally, if all members of the staff are 
allowed to take part in the planning, 
they consider each other. 


Q. Will there be sessions for oper- 
ating room nurses in conjunction with 
the International College of Surgeons 
at their convention this year? If so, 
when and where will they be held? 
A. Yes, such sessions will be held in 
Chicago, starting on Tuesday after- 
noon September 7, 1954. 
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POOR MISTER ADMINISTRATOR 
(Continued from page 29) 


to plan nursing service programs, 
giving of overtime necessary or at- 
tendance will drop. 

Do not give any satisfactory answer 
as to what is accomplished. Adminis- 
trator requests prepared agenda of 
scheduled meetings with topics of 
discussion to be listed, also copy of 
written minutes. Material reluctantly 
furnished. Contents vague. Minutes 
did not show any subject matter as 
solved within six months, except 
agreement on a new O.B, form. 


July 


Beginning of polio season. Request 
for 10 additional nurses. Granted. 
Second request later in month for five 
more. Did survey on admissions on 
each ward for current months, com- 
pared with one year ago. Also did 
survey on average number of patients 
by classification and patient day 
service. Showed increase of one and 
one-half percent, with 10 percent 
more nursing employees than one 
year ago. Additional employees not 
justified at this time. Refused. 


August 


Student nurse recruitment not pro- 
gressing satisfactorily. Only half the 
number enrolled compared with one 
year ago. Faculty personnel has been 
doubled. 


September 


Convention time again. Director of 
nurses and educational director asked 
to go. Convention to be held 2,000 
miles distant. Checked up on avail- 
able funds in this category. All ex- 
pended. Nursing director had used 
in eight months a sum equal to 10 
percent of her salary for entire year. 
All other department heads had col- 
lectively used only $100 for same pe- 
riod. Asked nursing department for 
report of former convention — what 
had been of special interest to their 
departments? What new ideas had 
been put into operation as a result of 
conventions? Report did not mate- 
rialize. 


October 


Would like to get away for a few 
days. Tired. No chance for any rest. 
Planning a new building. 


November 


Breakage excessive. Many instru- 
ments found in laundry. Protective 
rubber covers on pillows not removed 
when pillows were sent out to be 
cleaned. Called meeting of nursing 
heads, asked for cooperation. Answer: 
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Supervisors too busy to watch such 
small details. One supervising nurse 
heard to remark, “The big stiff!” 

Nursing costs up $40,000 per month 
over a year ago. Patient load up only 
three percent. Tired. Wish I could 
get a day off. 

* 

No entry was made in December. 
Mr. Smith had a severe heart attack 
and was confined to the hospital. One 
month later he was able to go home. 
The doctor’s report: “Too much 
worry, too much work.” Prescription: 
“A year’s rest.” 


Tissue Exhibit to be 
Displayed at AMA Meeting 
A “fresh tissue” exhibit—a display 
where doctors could receive special! 
training in diseased organs of the 
body, was conducted daily at the 
American Medical Assn.’s_ annual 
meeting in San Francisco in June. 
Each day hospitals, morgues and 
pathology laboratories in the San 
Francisco area provided fresh speci- 
mens of human organs for use in the 
demonstrations. Thirty-four of the 
nation’s most prominent pathologists 
participated. 


Union College to 
Honor AHA Director 
Edwin L. Crosby, M.D., newly ap- 
pointed executive director, American 
Hospital Association, and former di- 
rector, Joint Commission on Accredita- 
tion of Hospitals, was honored June 
13. at commencement exercises of 
Union College, Schenectady, N. Y. 

A Union College alumnus, Dr. Cros- 
by was awarded an honorary doctor 
of science degree. 


New Educational Director 
Clarence A. Carmichael, director, 
School of Anesthesia, Norfolk (Va.) 
General Hospital, has been named 
educational director, American Asso- 
ciation of Nurse Anesthetists. She 
succeeds Mrs. Lucille M. Lovett who 
has resigned. 


Clinic Managers Change 
Convention Location 

A change has been announced in ar- 
rangements for the 1954 national con- 
ference of the National Association 
of Clinic Managers. The meeting, 
originally scheduled for Milwaukee, 
will be held at the Sheraton Hotel, 
Chicago, Oct. 31 through Nov. 3. 


Electeci to AHA 

Blue Cross Commission 

Robert T. Evans, executive director, 
Blue Cross Plan for Hospital Care, 
Chicago, has been named vice chair- 
man of the Blue Cross Commission 
of AHA. 


St. Clare’s Administrator 
Awarded Honorary Degree 
Mother Mary Alice, R.N., superin- 
tendent and administrator, St. Clare’s 
Hospital, New York City, was 
awarded an honorary degree of Doc- 
tor of Human Letters by Fordham 


University at its annual commence- 
ment exercises in June. 

A registered nurse, 
laboratory technician, radiologist and 
administrator, Mother Alice has su- 
pervised the growth of St. Clare’s 
Hospital from a 45-bed institution to 
its present 440-bed capacity in the 20 
years since she founded the institu- 
tion in 1934. 


pharmacist, 


Pennsylvania Hospital 
Association Names Officers 


Robert W. Gloman, administrator, 
Wilkes-Barre (Penna.) General Hos- 
pital, has been named president of the 
Hospital Association of Pennsylvania. 

Other new officers are George A. 
Hay, administrator, Woman’s Medical 
College of Pennsylvania, Philadelphia, 
first vice president; Sidney Bergman, 
executive director, Montefiore Hospi- 
tal, Pittsburgh, second vice president; 
and Joseph W. Bishop, administrator, 
Hahnemann Hospital, Scranton, treas- 
urer. 


Named Medical Administrator 
F. H. Arestad, M.D., associate sec- 
retary, Council on Medical Education 
and Hospitals, American Medical As- 
sociation, has been named medical ad- 
ministrator for the Johnstown, Pa., 
area office of the United Mine Work- 
ers’ Welfare and Retirement Fund. 


Miss Geyer of Columbia- 
Presbyterian Retires 

Miss Mercedes Geyer, director, social 
service department, Columbia-Presby- 
terian Medical Center, New York 
City, retired June 1. Miss Geyer, who 
became department director in 1947, 
had been with the hospital 26 years. 
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"especially 
wide range of uses. 


‘new~ 


1% x 36” strips, in individual 
foil-envelopes. 


"x 12.to carton 


it’s Vaseline’ Petrolatum Gauze 
it’s sterile at the time of use. oo 


CHESEBROUGH MFG. CO, coNsD 
Professional Products 
NEW YORK 4, N. ¥.- 


By request... 


Developed to meet the professional 
demand for a narrow dressing and 
packing needed for the OR, CS, 
OPD, ER, DR, on the floors, in the 
pharmacy, and for practically all 
surgical departments and clinics. 


4 
eli ing Wes 
76 
HOSP! 
ae TAL TOPICS 


| GLASS | BLOOD | wears | SOLUTIONS 
| SINK 


| RECEIVING 


“9000 


contributions are welcome 


a section of special interest to 


Central Supply Room Staff 


Standardization and the CS Supervisor 


by Betsey R. Carroll, R.N. 
Supervisor, Central Service 
University of Kansas Medical Center 
Kansas City, Kan. 


@ The part that the central service supervisor plays in 
helping her hospital establish a standardization program 
is not an easy one. As we all know, our central service 
departments are in their early stages of development in 
standardization procedure. 

Here in Kansas City, it was felt that if central service 
supervisors could meet and exchange their knowledge, 
ideas, and experiences, they could better assist their hos- 
pitals in standardization programs. From this group have 
come many helpful suggestions on methods of handling 
equipment, better understanding of purchasing, and edu- 
cation of personnel, as well as methods for assisting the 
administration in establishing standardization. 

Before beginning our job of standardization and organi- 
zation of equipment and supplies, there are four questions 
which need to be answered by the central service super- 
visor and the hospital administration. 

1. How interested are you, the central service super- 
visor, in the organization of your department? 


At bulletin board, Mrs. Carroll makes daily check of list of equip- 
ment and location in hospital. 


JULY, 1954 


Mrs. Carroll looks over central supply list before placing an order. 


2. How centrally controlled are the supplies used in 
your hospital? E 
3. Does the central service supervisor have the neces- a 
sary authority to investigate and report needed changes? } 

4. How good are the working relationships between the 
various hospital units? 

As has been stated by Margaret Schafer, nurse con- 
sultant, Division of Hospital Facilities, U. S. Public Health -} 
Service, standards should not be formulated by one person, ‘ 
but should represent the thoughts and ideas of a group. 
They should utilize the best in current knowledge and 
experience. 

In some smaller hospitals where the staff is limited, it 
may be easier to personally contact all those concerned 
with the recommended changes. Larger hospitals present 
a greater problem in getting everyone together for dis- 
cussion. It may be necessary for your administrator or 
director of nursing service to delegate to someone the 
authority to investigate and compile the necessary infor- 
mation. 

This information should be submitted in written form 
to your hospital planning and procedure committee for 
further discussion. Then it should be sent to the admin- 
istrator as a request for purchase of equipment or for a 
procedure change. A point to remember whenever a re- 
quest for changes in equipment or supplies is sent to the 
administrator, is to see that your request conforms to 
commercial standards and federal specifications whenever 
possible. 

(Continued on page 80) : 
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STANDARDIZATION 
(Continued from page 77) 

I imagine some of you are asking, “Why should the 
central service supervisor be the person chosen to spear- 
head the obtaining of this information?” Well, why not? 
Who is better qualified? She should be the one person in 
the hospital who is in close contact with demands, needs, 
complaints and problems regarding supplies and equip- 
ment. 

The question which now faces the central service super- 
visor is, “How will I collect this information?” One method 
is what I will call the “leg work method.” In brief the 
leg work method involves contacting the following people: 

1. Director of nursing service. Inform her of the pro- 
posed change and enlist her aid in informing the hospital 
staff members concerned. 

2. Purchasing agent. More detailed information about 
the item under discussion can be obtained here. The pur- 
chasing agent can provide literature for teaching and can 
give information on the availability of the item, cost to 
the hospital, and the delivery schedule. The agent can 
assist in obtaining the item for trial use if necessary. 

3. Supervisor, head nurse and doctors. Familiarize them 
with the recommended change. Ask for comments: inquire 
as to requirements and problems concerning the item. It 
may be beneficial to establish a research project to aid 
in determining these requirements. 

4. Chairman of procedure committee. She will have the 
opportunity to call her committee together for preparation 
of a new procedure or revision of an old one, should this 
item be purchased. 

The central service supervisor herself should then as- 
certain what problems her department will have concern- 
ing storage, cleaning, assembling, and sterilization. She 


Neither the Tulip bulb, 
nor the good earth, 

nor the gentle rain 

can do it alone. 


IT TAKES ALL THREE... 


And so it is with autoclave 

sterilization. To be sure, 

it takes TIME, TEMPERATURE 

and sTEAM! 

ONE GLANCE REDUCES CHANCE 

Just a glance at the a-T-1 

STEAM-CLOx indicator provides 

graphic aid in checking 

all three elements essential to 

sterilization inside every single 

pack. A-T-1 STEAM-CLOX offers 

this 3-way type of warning! 


STEAM « CLOX Dept. HT-47 


11471 Vanowen St. 
North Hollywood, Calif. 


[) Please send free samples and complete 
sterilization file. 
(0 Please have service representative call. 
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should determine whether or not the change calls for a 
new procedure. 

Still another responsibility is to assist in the planning 
of a teaching program for personnel in the various hos- 
pital units where the new or added equipment has been 
placed. If the recommended change is to become a stand- 
ard, acceptance by all concerned is needed before it can 
be established, 

One way this acceptance can be promoted is for the 
central service supervisor to make “daily rounds” on the 
hospital units. If this is impossible, she should schedule 
her time to permit this procedure once or twice a week. 
The use of daily rounds will assist in establishing better 
personnel relationships with other units by letting people 
know that she is interested in their problems, ideas, and 
suggestions regarding equipment which is being used or 
which may be needed. 

Another standardization problem that confronts the 
central service supervisor is the establishment of quotas 
for stock supplies which are maintained on the units and 
exchanged at frequent intervals during the day or night. 
This can be done by consulting with the supervisor and 
head nurse of the unit as to the probable needs and the 
type of patient admitted. 

Having determined an approximate standard, there 
should follow a period of close checking and recording to 
determine if this standard will meet needs. Revisions 
may be necessary. These can be made through another 
conference with the supervisor ard the head nurse. After 
this trial period with the approximated standard, a per- 
manent standard can be established. 

Mrs. Carroll’s report was presented at the Central 
Supply Institute held in Chicago in April and repeated 
in June, 


C. S. Supervisors Meet in Chicago 
@ Methods of work simplification highlighted the program 
when central supply supervisors met in Chicago June 14-17 
for the institute on central service department admin- 
istration. 

Co-sponsors were the American Hospital Association 
and the National League for Nursing. Marian Fox, R.N., 
AHA nursing specialist, and Margaret C. Giffin, R.N., 
assistant director, Department of Hospital Nursing, NLN, 
directed the institute. 

Topics included planning a central supply service to 
meet the needs of a modern hospital, standardization, 
supervision of personnel, sterilization, and equipment and 
supply control. 


HOSPITAL TRENDS 
(Continued from page 37) 
The Partially Inclusive Rate 

This type of rate structure follows a general basic pat- 
tern but has pre-established charge differentials between 
major and minor surgery, obstetrical, medical and other 
patient service types, such as short stay and long stay 
care. 

It also includes a further variation which could be con- 
sidered as a limited type inclusive rate. This is a special 
predetermined rate for only certain types of care such as 
maternity, tonsil and adenoids, and routine laboratory 
service. 

The Separate Rate for Each Unit of Service 

This rate structure is perhaps the most general in use. 
It provides for separate charges for room, board and rou- 
tine services based upon the type of accommodations fur- 
nished. Under this plan separate charges are also estab- 
lished for each service rendered by each of the special 
service departments. 
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Y, GROSS RACK-PACK — package containing one 
size of B-P RIB-BACK blades on three arms—24 
blades to the arm. This addition to the RACK-PACK 
family embodies the same convenience in use and blade 
protection as the one gross RACK-PACK . . . and is 
equally a “TIME and LABOR SAVER” for O. R. 


personnel. 


hich serves a5 


= the BP Blade 


for 4 larger 
p-BACK plades- 
meets 
hand” 


BLADE NUMBER TABS— Fach RACK-PACK arm 
is equipped with a NUMBER TAB which clearly iden- 
tifies the blades—when in the package—when in the 
sterilizer—so that quick easy identification of blades 
can be made in the O.R. 


Ask Your Dealer 
BARD-PARKER COMPANY, INC., Danbury, Connecticut, U.S.A. 
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to lighten the burden of cardiac care 


MERCUHYDRI 


MERCUHYDRIN, outstanding parenteral diuretic, combats 
fluid accumulation promptly and safely 

in cardiac patients. Early administration shortens 
hospital stay and aids in curbing cardiac invalidism. 


TABLET 


NEOHYDRIN- 


\ 
BRAND OF CHLORMERODRIN ecb. 


NORMAL OUTPUT OF SODIUM AND WATER 


The most effective oral diuretic, NEOHYDRIN, has 70% of the efficacy 
of injectable MERCUHYDRIN making it ideal for early 

maintenance of cardiacs on an outpatient basis. With it, 

too, most patients may be permitted a more 

normal salt intake without suffering fluid retention. 


JaCKAQINE: MERCUHYDRIN Sodium (meralluride injection U.S.P): available in 
1 cc, ampuls, 2 cc. ampuls and 10 cc. vials, 
NEOHYDRIN Tablets: available in bottles of 50 tablets. There are 
18.3 mg. of 3-chloromercuri-2-methoxy-propylurea in each tablet. 


¥ LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 


Return Postage Guaranteed Pending under Second Class entry at the 
HOSPITAL TOPICS Post Office, Chicago, Illinois 

30 West Washington St. 

Chicago 2, Illinois 
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